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EDITORIALS 


\ Need For Unity Of Purpose In The Medical Profession 


A Statement On Accreditation, Full-Time And Part-Time 


PART II 


HERE IS A GROWING concern among practicing physicians that they are losing 

their traditional place in the hospital and in their profession. The small 
hospital with its part-time staff, for decades one of the principal sources of trained 
doctors, is being superseded progressively by the large institution with full-time 
personnel. The latter are in the minority; but their varied resources, aggressive 
organization, and general articulateness have overpowered and forced to the back- 
ground the individual, relatively weak and scattered voices of the numerical ma- 
jority in our meeting halls. 

Not only do we find more and more full-time men in the hospitals, but also we 
discover them as salaried consultants, and they come to light as corporate practi- 
tioners, perhaps in conflict with the law. Still others do work for which they get 
no direct return but a fee paid to some other entity. The full-time ranks are 
swelled by those on so-called geographic full-time, representing an effort to combine 
full-time and part-time, which, in too many instances, failed for reasons which 
time will not allow me to explore. The whole matter is further compounded by 
the demonstrated tendency of each of these groups not only to perpetuate but also 
to increase its size and area of operation. 

There is a real fear among many physicians that the above company is taking 
over their societies at all levels, abetted and encouraged by certain elements of the 
national hierarchy. Many feel, perhaps without justification, that this full-time 
group can well become the core of an intramural elite to whom practitioners may 
one day be referring cases while they become extramural toilers, making house 
calls and doing menial professional tasks. 

Nothing in the program of the American Medical Association, which purports 
to represent the whole of the medical profession, lessens this anxiety. Particular 
concern arises in connection with the activities of the Joint Commission on Ac- 
creditation and the Council on Medical Education. For the past several years we 
have witnessed the spectacle of this body wielding the powerful club of accredita- 
tion, with all its ramifications, to hammer out a pattern to which all must adjust. 
3y the powerful device of bestowing or witholding its favors, it is slowly and 
insidiously molding our professional organizations and associations in its own 
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image, which is not, many believe, a true reflection of the views or desires of the 
majority. 

Time was when a national organization was a sounding board and backdrop 
of state and local societies who were welcome to present their views for prompt 
and careful consideration and appropriate action. The national body was a clearing 
house for regional ideas and an extension of the composite sense of its component 
entities. Now we find that the national group not only does not encourage sug- 
gestions but, moreover, arbitrarily ignores them. Instead of making recommenda- 
tions it now issues directives. It used to ask; now it orders. The membership of 
the state and local groups in the past were, for the most part, engaged in active 
practice with some part-time men among their number. They were interested in 
and aware of the activities and problems peculiar to the community in which 
they lived. 

Now we find our sectional societies increasingly dominated by full-time men 
who are essentially teachers and administrators, not practicing physicians in the 
full sense. They are often interested in research on the one hand and “the broad 
overall approach” on the other; it is the latter which often makes them pawns of 
the national organization. Since I would be the last to criticize “full-time,” it is 
excusable that the trend be analyzed, granting at the same time our sincere belief 
that their motive is forthright and that “full-time” has signified a great advance 
in medicine. 





The group at the national level, originally organized as the servant of the local, 
state and regional bodies, has become the master. The tail now wags the dog; the 
price, uniformity and conformity. Stifled is the God-given multiformity of man. 

A feeling is mounting that it is no coincidence that the present fetish for 
uniformity falls with particular impact upon the small hospital and its part-time 
teaching staff. The latest event in the studied campaign of the Commission and 
Council is the strong implication that every hospital, regardless of size, shall have 
(the implication is clear) a full-time director of medical education. The further 
intimation that the patients of those who do not teach might not receive interne 
attention further strengthens the above conviction. There are many who believe 
we need those who object to deadening conformity. 

Feeling, though latent, is high. Many there are who say in private that the 
die is cast. The issue is variously stated as between full-time and part-time, those 
on salary as opposed to those on fee, practicing physicians versus administrators 
with a medical degree, the small hospital against the large medical plant. But 
though there may be differences of opinion as to the opposing forces involved, it 
is agreed that a present and widening schism exists. What is to be done? Some 
say that we have reached the point of no return, that to fight or object is useless, 
that we must bow to the inevitable. Toward the other extreme lean those who 
argue that the only solution is for the small hospitals, practicing physicians, and 
part-time advocates to form their own groups and leave to the larger hospitals, 
professional administrators, and full-time men the existing societies which they 
have turned to their own ends. It is to be hoped that neither of these situations 
comes to pass, but they are symptomatic. The question remains as to what can be 
done to combat these forces. We are at the crossroads; in what direction shall we 
go? (I here make the plea that neither full-time nor part-time nor non-teaching 
groups misinterpret my efforts to clarify the situation by daring to discuss it. I 
pray that I do not become the whipping boy because my efforts please none of 
these groups fully). 

Having served on the staffs of large and small hospitals and being now a 
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part-time professor with a continuing, if modest, practice, I belong to the middle 
group between the full-time men and those who do not teach. From this vantage 
point, I should like to record some observations. 

It seems clear from the directives emanating from Chicago that the thinking 
of the Joint Commission and Council is in terms of the larger hospitals with full- 
time employees. There is little or no effort to acknowledge and provide for the 
needs of the smaller hospital with its part-time staff. 

There is no merit in bigness per se. While consolidation, merger, and affilia- 
tion are enjoying current favor in other fields, let us not forget the contributions 
to medicine made by the small hospitals such as were once founded by men such 
as Mayo, Lahey, and Menninger. The very humbleness of their beginnings may 
well be the secret of their soundness and success. 

There appears a failure to recognize and appreciate that both the large hospi- 
tal and the small hospital have a specific and equally important place on the medi- 
cal scene. The main function of the smaller hospital is care of patients and training 
of internes to provide and assure such care. Research and writing are not pre- 
cluded but are subordinated to the primary purposes. On the other hand, while 
patient care and interne training are provided at a large institution, the chief in- 
terests are in basic research, preparation of professional papers, and maintenance 
of professorial status. 


The fallacy of the present approach is in the apparent belief that the small 
and large hospital cannot co-exist in the current professional climate, that the 
small hospital as an independent entity is through and that it must henceforth be 
viewed as a Satellite appendage of the large plant. Admittedly, the small hospital 
cannot compete with the large institution for house staff, board men, contributing 
writers, or basic researchers; but does it logically follow that they must give up 
their traditional characteristics or lose their place in the professional sun? 


Consider for a moment the large complex with its team chiefs. Where is the 
personal human contact with the sick? How many Oslers have we found in our 
time? A small hospital can properly train a doctor to care for sick people in a 
house. Only there can one learn the elements of T.L.C., which is such an important 
adjunct of medical attention. In these days, when so many doctors are suspected 
of having little personal interest in the patient, continuing emphasis on personal 
relationships in a sine qua non in the training of every student and physician. 
Every medium which fosters this relationship should be encouraged. 

We need not be reminded of the important advances attributable to full-time 
men in the hospital environment. They carry a heavy executive and administrative 
as well as teaching load. They have a remarkable grasp of educational methods, a 
great knowledge of unusual techniques, and we look to them for major literary 
and instructional contributions. But part-time men in any teaching institution also 
give unstintingly of their time, learning, and experience, and it is to the discredit 
of the full-time staff that they are so often unaware and unappreciative of the 
value and scope of these services. 

My belief is shared with others that there is a place for both large and small 
hospitals and for both full-time and part-time men. Each has a particular value 
and function which should be recognized and perhaps even stressed. If there is to 
be competition, it should be confined to the areas of activity and responsibility 
peculiar to each. There need be no domination of one group by another. Research 
is fundamental, but so are patient care, interne training, and “good doctors.” 

The national organization, as representative of the whole medical profession, 
should adopt policies and practices which do not give one segment undue advan- 
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tage over another. The merits of each should be sought out, evaluated, and en- 
couraged. Programs should be effected by logic not by force. 

As a beginning, it is suggested that the changing requirements of accreditation 
be stabilized and so adjusted as to insure that the small hospital and the part-time 
staff can retain their independence, their vitality, and their dignity. The rumored 
accreditation implementation—the replacement of part-time chiefs by full-time 
department heads—should be a matter for each hospital freely to decide for 
itself without pressure or fear of retaliatory action. Only in such an atmosphere 
can the small hospital hope properly to meet and discharge its duties and respon- 
sibilities to its patients, to its house staff, and to the community it serves. 

Many of the constant changes in accreditation standards are made in the name 
of “improving” the quality of medical training and education. Is there not some 
point at which constant change should stop to allow time for review and evaluation 
to learn where current policies and practices are taking us? Statistics indicate that 
the growing population of the nation will require a steadily increasing number of 
physicians ; yet a declining percentage of our brighter young people are going into 
medicine. They are instead selecting the shorter, less costly course of study lead- 
ing to a Ph.D. degree. Of equally sobering significance is the finding that, at the 
same time the number of applicants was dropping, the number of first year medi- 
cal students with an undergraduate average of “A” plummeted from 40 to 18 
per cent. 

No one would be so foolish as to contend that we should not maintain high 
standards, but should not the standards be more closely equated to the situation 
that prevails? Is there not some practical limit to the theory that we must teach 
more and more and keep organizing, centralizing, and consolidating? We will not 
solve the problem of need by continued and unrealistic upgrading. Not every 
medical graduate is a genius; however, all but a very few will make competent 
practitioners, although they have no active interest or talent for research, writing, 
or academic pursuits. Others have no particular interest in a job at a government 
facility, public health service, factory clinic, or nursing home, with its burdensome 
administrative work. They want only to take care of sick people and they will be- 
come what the majority of people want: capable, alert, down-to-earth doctors with 
common sense and a personal touch. 





Since no one has a greater regard for the future of medicine than the doctors 
themselves, should they not have a greater and more direct voice in its steward- 
ship than they now have under the present system of directives and orders from 
central headquarters? Has the national body ever undertaken to determine what 
doctors individually think of its policies and practices? Could not some of the 
funds we pay in be used to advantage for an independent, unbiased referendum 
on whether the rank and file in the profession approve of the actions taken in their 
name and purportedly for their benefit? The national group will no doubt contend 
it needs no guidance and that it is well aware of surrounding facts and circum- 
stances to which we, as individuals, are not in privity. Are we to believe that they 
are omnipresent and prescient? It is submitted that the record will not support 
such views. 

Matters such as the foregoing should be aired openly instead of festering be- 
neath the surface even if, as some say, nothing will be done. The problems will not 
go away because we pretend they do not exist; they cannot be swept under the 
rug forever. Though we may have valid disagreements, they are intramural, and to 
the public we must present a united front, as there are large forces which will 
exploit any suspected divisiveness or weakness. 
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There appears to be no insurmountable obstacle to resolving our difficulties if 
the several elements put aside their mutual suspicions, which are largely exag- 
gerated. Full-time and part-time men, small and large hospitals, practitioners and 
administrators can all work together harmoniously, provided there is reciprocal 
recognition of and respect for the measurable contribution each makes toward the 
realization of our salutary aims and ends. Not organized rivalry, but organized 
peace is essential to achieve these aims. Not what we are against, but what we are 
for is what counts now. Without understanding, assistance, and leadership from 
our national organization we may not succeed in what we would do; with them 
we cannot fail. In closing, I would quote Sir William Osler: “We are here to add 
what we can to, not to get what we can from, life.” 

The views expressed in this communication are not necessarily my own. The 
effort is not intended to offend anyone; on the contrary, the objective is to bring 
about understanding and cohesion. Where the remarks seem indelicate or not 
precisely factual, the reasons are to be found, perhaps, in the possible misconcep- 
tions of those who presented the material to me. I have expressed the views as 
best I can, hoping that clarification will follow careful consideration and reflection. 


Samuel Morrison, M.D. 
Vice-President, Medical and 
Chirurgical Faculty of Maryland 


Our Wasted Dollars 


‘ RADITIONALLY AMERICANS have always con- 
sidered themselves a nation proud of its 
independence. We consider ourselves resourceful 
in emergencies, and we are internationally famous 
for our know-how. We are all proud of this re- 
flection of our best qualities, but it is only a fleeting 
image of ourselves. A closer look reveals some of 
our less enchanting qualities, some of which have 
crept into our national portrait only in the last 
30 years of our history. 
In the land of the free and the home of the brave 
it is a popular concept that the people, the common 
people, the average people, are able to rule them- 
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selves by means of elected officials, honor-bound 
to bring about the will of the people. Is this always 
good? Past events have made me wonder. It seems 
to me that in the case of the spending of public 
funds it would be better for the people to trust the 
judgment of their elected officials, for special 
groups to be no longer permitted to pressure our 
representatives to serve their own special interests 
in the enormous give-away party now in progress. 
If public officials were entrusted with appropria- 
tion and expenditure of public funds, there would 
be no need to cut down the defense program, no 
necessity to slow down our conquest of space. 
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The men in Washington, who are familiar with 
the overall picture, should husband our national 
resources, attending to first things first, in the 
manner of a good provider. 

Whether the taxpayers know it or not, their 
money is now being used to buy votes, for every 
politician tries to get a portion of the Federal tax 
money spent in his own section of the country. 
He can then tell his constituents at home to look 
at the record, thus earning himself another term 
in office. A farm community is pleased because 
farmers are in on the give-away program ; farmers 
are paid for not working their fields. An industrial 
community is happy because the measure its labor 
union recommended was passed. The sad fact is 
that these things are accomplished, not because 
the lawmakers feel that they are needed, but be- 
cause the men we send to Congress barter their 
votes, supporting other Congressmen’s pet bills 
in return for support for their own. They prosti- 
tute their votes for personal gain. 

Ours is a wealthy nation, and in our wealth we 
are invincible. Russia knows this. Our gangster 
element knows it, too. They know that if we can 
be persuaded to dissipate enough of our wealth, 
we can be brought to our knees. They know that 
through human greed and ignorance we can be 
persuaded to waste our substance, so that we will 
be kept behind our enemies in the development of 
those areas necessary for our defense. This is a 
fine strategy; while we are defeating ourselves, 
our enemies send their goodwill ambassadors to 
make double-talk treaties, and all of our churches 
pray for the conversion of their souls. After the 
battle has been won within our own government, 
after our country has become morally, spiritually, 
and financially bankrupt, nothing but our actual 
surrender will remain to complete our degradation. 
This is a cold war, but a war nevertheless. 

Of course our nation must have a program to 
care for the indigent, the aged, and the unem- 
ployed, but we must prevent the funds from falling 


into the hands of the indolent, the hoarding, an: 
the crafty. These latter, at the present time, ar: 
receiving their “rocking chair money” monthly an: 
feel no shame in eating unearned bread. Sham: 
and inhibition are easily overcome at the nearest 
tavern, where they usually cash their relief checks. 
To them it seems like poor business to work, sinc = 
their pay checks would probably compare unfavor- 
ably with their relief checks. 

Among these brazen embezzlers of the public 
funds we count the elderly, who, although retire 1 
and not without property, cleverly maneuver their 
holdings so as to deceive the administrators of 
welfare funds into giving them medical care 
and hospital care without cost. Among the crafty 
are women who, without benefit of ceremony, be- 
come the progenitors (I hesitate to call them mo- 
thers, for they do not qualify for this title except 
in a biological sense) of numerous children and 
refuse to marry because they would then forfeit 
their welfare money. These citizens are also re- 
ceiving free medical assistance, and, since the Wel- 
fare Department pays the bill, they will not go to 
the doctor’s office unless he insists upon their doing 
so; they call the doctor to their homes, whether 
their ailment is a headache, the grippe, or a hang- 
over. 

Now the burning issue is the Forand Bill. Shall 
we entitle our indigent to avail themselves of pe- 
riodic paid vacations in hospitals and rest homes? 
Should this bill become a law, the malingerers and 
embezzlers will far outnumber the honestly in- 
digent. Hospitals will become so crowded that 
emergency patients will not be able to get im- 
mediate beds, even when life is in danger. These 
predictions, however, are not the most important 
objections to the Forand Bill. The most important 
considerations for the defeat of this bill are that 
it is a Communist-inspired maneuver to further 
squander the funds of our government and that it 
is unworthy of the ideal Americans hold of them- 


selves as a nation. 
Julius Chepko, M.D. 
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The Executive Committee and Council of the Medical and 


John Sargeant 
Executive Secretary 


YOUR 
MEDICAL 
FACULTY 
AT WORK 


Chirurgical Faculty of the State of Maryland met on the fol- 


lowing dates and took the following action: 


Email ee | 1. Authorized the 


Committee, | Treasurer and Execu- 

February 23, 1960 tive Secretary to pro- 

- ceed as they see fit in 

connection with installation of a 6,000 gallon oil 

tank, in order to save approximately three to four 
cents per gallon on oil fuel. 


2. Authorized the Executive Secretary 
to develop a pamphlet on membership: 
Why Belong? The pamphlet would cite 
the financial benefits and/or savings by 
virtue of membership in comparison to 
Faculty dues. 


3. Authorized the Executive Secretary to re- 
vise the Dues Reminder Notice to avoid confusion 
on the part of those receiving it. 


4. Authorized a display at the Annual 
Rural Women’s Health Conference at 
College Park in June, 1960. 


5. Authorized distribution to all new members, 
as elected, a copy of the Constitution and Bylaws. 


6. Voted that components be advised 
to let grievance cases know they have 
the right to appeal local decisions ren- 
dered on a component level to the Facul- 
ty level. 


7. Notified the Maryland Association of Private 
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Practicing Psychiatrists that the Council would 
bear in mind its request for psychiatric repre- 
sentation on the Blue Cross Board. 


8. Authorized mailing of a letter to 
the entire membership requesting sup- 
port in opposition to the Forand Bill 
(H. R. 4700). 


9. Authorized the Treasurer to purchase rights 
of stock issues if he considers it in the best in- 
terest of the Faculty. 


10. Authorized attendance of the Ex- 
ecutive Secretary at a National Congress 
on Prepaid Health Insurance on May 
13 and 14, 1960. 


11. Instructed the Executive Secretary to obtain 
a letter from Maryland Medical Service, Inc., 
which would specify that future advertising would 
not contain the proviso that Blue Cross coverage 
was necessary before the public could purchase 
Blue Shield coverage. 


1. Received a por- 
trait of Jesse C. Cog- 
| gins, M.D., Laurel, 
' Md.,fromMrs. 


Council, | 


March 15, 1960 
Coggins. 

2. Instructed the Executive Secretary 

to write a letter of clarification on the 


building fund to the Talbot County 
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Medical Society and to include this in- 
formation in the Executive Secretary’s 
Newsletter. 


3. Granted emeritus membership to several phy- 
sicians and a dues remission on account of illness 
(Chapter II, Section 2, of the Faculty Bylaws) to 
another physician. 


4. Ratified legal defense for two phy- 
sicians and instructed the Executive 
Secretary to carry an item in his next 
Newsletter explaining what Physicians’ 
Defense covers. 


5. Approved'a recommendation of the Ameri- 
can Medical Education Foundation Committee 
that: ‘““Druggists in Maryland be recommended to 
make contributions to AMEF rather than personal 
gifts to physicians at Christmas.” 


6. Authorized the President to appoint 
a Special Committee on Corporate Prac- 
tice of Medicine to evaluate and dis- 
cuss the corporate practice of medicine 
and recommend a plan of action to the 
council. 


7. Advised legal counsel that the Faculty’s stand 
regarding the inclusion of podiatrists under Blue 
Shield remains unchanged. (The Faculty in 1959 
voted that podiatrists NOT be paid benefits under 
Blue Shield.) 


8. Adopted a report providing for 
separate directors for Blue Cross and 
Blue Shield. 


9. Disapproved a recommendation that: “No 
committees be permitted to invite elected or ap- 
pointed government officials to appear before them 
without prior approval of the Council and/or the 
Executive Committee.” 


10. Adopted a recommended and revised 
Workmen’s Compensation Fee Schedule 
for presentation to the commission for 
approval. 


11. Adopted a recommendation that an arbitra- 
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tion board be established to adjudicate any dit- 
ferences or problems arising between the Work- 
men’s Compensation Commission: and individu: | 
physicians with respect to fees. 


12. Authorized a mailing to all mem- 
bers of the Faculty of a series of pam- 
phlets dealing with the Forand bill. 


13. Disapproved a recommendation that the 
Faculty establish An Outstanding Physician cf 
the Year award. 


14. Approved and referred to the 
Board of Medical Examiners for imple- 
mentation a recommendation that an 
antiquack law be drawn up for the pur- 
pose of combating quacks. 


15. Voted to approve a resurvey of Faculty ac- 
tivities to be conducted in five years from the date 
of the original management study (which would 
be approximately 1962). 


16. Voted approval of a recommenda- 
tion that provided for DISAPPROVAL of 
formation of a Health Insurance Council. 


17. Adopted various reports of the Special 
Committee on Biue Cross/Blue Shield Legisla- 
tive Study, as follows: 


A. Inclusion of diagnostic radiology benefits 
and surgical or tissue pathology benefits 
be made in the basic Blue Shield contract 


. Inclusion of clinical pathology benefits be 
made in the basic Blue Shield contract. 


. All benefits be paid for services rendered 
in hospital outpatient departments as well 
as physicians’ offices and paid only to phy 
sicians. 


. Reaffirmed Council action, June, 1959 


establishing controls for payment of diag 
nostic radiology benefits. 


. That the Blue Shield fee schedule be re 
evaluated in the light of present condi 
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tions, such re-evaluation to be done 
through the Council’s Fee Schedule Com- 
mittee. 


. That the fee schedules developed by the 
pathology and radiology groups be re- 
viewed by the Council’s Fee Schedule 
Committee. 


In taking the above action, the Council wished 
it to be known that the above should be the basic 
, olicy sold, but that something less than the above 
proposals could be sold if necessary. 


18. Authorized the Treasurer to pro- 
ceed as he sees fit in connection with 
providing aid to a member who is in 
financial distress. 


19. Referred to the Board of Medical Exam- 
iners a “query from the Maryland Society of 
Pathologists regarding the solicitation of phy- 
sicians by an out-of-state medical laboratory with 
the request that this be investigated and the Fac- 
ulty be advised if this is unethical and a violation 
of the Medical Practice Act. 











Violations of Ethics 


4 Bw FACULTY OFFICE receives, from time to time, queries as to the ethical 


propriety of a physician’s advertising, or soliciting, or conducting himself 


in a manner which indicates his ethics are in question. Invariably, this information 


is sought in order to clarify the thinking of the individual making the inquiry or to 


bring to the attention of the physician involved the fact that he is violating one of 


the Principles of Medical Ethics or, in some cases, the Maryland Medical Practice 


Act. 


In isolated cases, it is necessary to bring these matters to the attention of the 


Board of Medical Examiners for advice and action. That it is within the moral 


right of another physician to report such cases of violation of ethics or the law 


is borne out by the Principles of Medical Ethics of the AMA which is quoted in 


part below: 


“The Medical Profession should safeguard the public and itself against 


physicians deficient in moral character or professional competence. Phy- 


sicians should observe all laws, uphold the dignity and honor of the pro- 


fession and accept its self-imposed disciplines. They should expose with- 


out hesitation, illegal or unethical conduct of fellow members of the pro- 


fession.”’ 
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peje Is, unfortunately, the number one 
problem in hematology. It is concerned with 
the white blood cells, which are produced in white 
cell forming tissues, the most important of which 
is the bone marrow producing granulocytes. There 
are also the lymphoid system, the reticuloendo- 
thelial system, and the system of plasma cells, 
which produce corresponding cells found in the 
blood. They are probably sloughed off from these 
blood forming tissues and are seen as polymor- 
phonuclear cells, lymphocytes, monocytes, and 
plasmocytes. 

We see leukocytic proliferations as a daily oc- 
currence with infection, with trauma, with hemor- 
rhage, with stress, as toxic reactions, and so on. 
These are benign and reversible, and they im- 
plicate or involve various tissues, whether they 
be granulocytic, lymphocytic, monocytic or plasmo- 
cytic. The most common involvement is of the 
marrow by pyogenic infections which induce a 
granulocytic proliferation. It is benign and rever- 
sible and it has a definite cause. The growth is of 
the orderly type, with no tendency to invasive- 
ness. When the organism is overwhelmed or the 
inciting agent stops, the process reverses itself. 
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LEUKEMIA 


PRESENT STATUS 


Current concepts as to the causes and 
treatment of leukemia are presented. 


William Dameshek, M.D.* 


Leukemia, however, is a malignant and prob- 
ably irreversible situation, in which there is growth 
without reason and often disorderly. It is often 
invasive. Leukemia is a generalized proliferation 
of one of the white cell forming tissues, whether 
it be granulocytic, lymphocytic, monocytic or 
plasmocytic; multiple myeloma is, in actuality, a 
leukemia of plasma cells involving the entire 
plasmocytic tissue. Leukocytic proliferations of 
the malignant and irreversible variety are of two 
kinds. One is generalized and is what we call 
leukemia ; the other is localized and is called leuko- 
sarcoma. The latter are the leukocytic neoplasms, 
often incorrectly called “lymphoma.” Chloroma is 
a tumor of myeloblasts. Then there are lympho- 
sarcoma, reticulum cell sarcoma, and Hodgkin’s 
disease. The last is, in all probability, a reticulum 
cell proliferation of a somewhat different type 
than reticulum cell sarcoma. Then there is the so!i- 
tary myeloma or plasmacytoma. 


Presented April 16, 1959 at the Annual Meeting of 
the Medical and Chirurgical Faculty of Maryland. 

*Director, Blood Research Laboratory, New Engla:d 
Center Hospital, Boston, Massachusetts; professor of 
medicine, Tufts University School of Medicine, Boston, 
Massachusetts. 
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These neoplasms, whether generalized or local- 
ized, have different growth potentialities. Some 
grow rapidly and are made up chiefly of primi- 
tive cells, which are called “blasts” of one sort or 
another, with large nuclei and little cytoplasm. 
Other neoplastic proliferations are composed of 
mature and well differentiated cells. A neoplasm 
composed of mature cells is quite different from 
one made up of highly primitive cells. 

Some cases of leukemia have considerable ac- 

vity going on in the tissues, but little to show for 
it in the blood. In other words, these cases may be 
considered aleukemic, but they are just as leukemic 
from the generalized standpoint as the leukemic 
cases. Most of the granulocytic cases are leukemic, 
having a great many white cells in the blood, but 
about half the lymphocytic cases are aleukemic. 

In general, about half of the cases of leukemia 
have a normal or a low white cell count. It is well 
to remember that the solitary white cell neo- 
plasms, as they become disseminated, may show a 
leukemic picture indistinguishable from leukemia. 
In fact, leukosarcoma and leukemia often merge, 
one into the other; and it may be difficult, if not 
impossible, to draw the line between them. 

In summary, then, to classify leukemia there 
are various tissue forms: granulocytic, lympho- 


cytic, monocytic, plasmocytic. They are either 
chronic or acute and may be associated with a 
high white cell count: /eukemic; a normal white 
cell count with an abnormal differential count: 
subleukemic ; and, in rare cases, a normal or a low 
white cell count with a normal differential count: 
aleukemic. 


The incidence of leukemia has been increasing 
rapidly during the past 30 years, according to all 
available statistics in this country and in other 
countries where good statistics are available. 
Whether this increased incidence is a true one or 
whether it is due to better diagnostic methods is 
not entirely clear. An attempt to study this ques- 
tion was made at the Royal Infirmary in Edin- 
burgh, Scotland, where the population is quite 
steady, different from what we have in this coun- 
try. They stay put once they’re born, and the doc- 
tors during this period of time were also “static” ; 
they didn’t move around and they had the same 
diagnostic facilities. 

‘ There used to be one case of leukemia in about 
2,000 cases of hospital admissions. In 1950 there 
Was one case in 1,000 admissions, a doubling of 
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the incidence of leukemia. These figures do not 
necessarily mean that the actual incidence of leu- 
kemia has gone up. These statistics are difficult 
to analyze, because in the British Health Service 
many doctors (as they are here) are anxious to 
get rid of their cases of leukemia and put them 
into a hospital to let the specialists take care of 
them. This, perhaps, accounts for the increase in 
leukemia in hospital admissions. 

Now, why is leukemia increasing, as it seems to 
be, although statistically we cannot prove it? The 
best known of the agents which may be said to 
incite the development of leukemia is ionizing 
radiation. Then there are chemicals and viruses, 
hereditary factors and, perhaps, hormones. 

Ionizing radiation, which includes x-rays and 
gamma rays, is a definite cause of the development 
of leukemia, as indicated by several sets of statis- 
tics. Whether or not these statistics are accurate 
is open to some question; statistics are always 
held to be biased by some. From several excellent 
studies it is seen that radiologists, at least those of 
the old school, have a far higher incidence of leu- 
kemia than physicians at large. The statistics from 
Hiroshima and Nagasaki indicate that the sur- 
vivors who were at the center of the blasted area 
developed leukemia in a 12 to 1 ratio, compared 
with the population at large. From Britain comes 
a valid set of statistics indicating that treatment 
for rheumatoid spondylitis of the spine, which 
seems to be more common in Britain than here, 
resulted in a far higher incidence of leukemia than 
occurred in the control series. There is a set of 
statistics from Buffalo indicating that infants 
given treatment over an enlarged thymus gland 
had a far higher incidence of leukemia (seven cases 
out of 1400) than did a control series. Another sta- 
tistical analysis not yet confirmed, showed a doub- 
ling of the incidence of leukemia in infants born of 
mothers who had fetal pelvimetry, in which the 
fetus was exposed to varying amounts of body 
radiation. 

There are various nonstatistical factors we can 
speculate upon. In routine questioning of patients 
with leukemia, it seems that many of them have 
had x-ray therapy for non-neoplastic disease. 
This seems to be a fairly widespread practice, as 
with dermatologists who prescribe radiation for 
various chronic dermatitides. Orthopedists have 
treated patients for bursitis and arthritis with 
radiation; gynecologists have tried to artifically 
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induce the menopause by radiation; other people 
have been treated for infections with radiation. 
Diagnostic x-rays may give considerable ionizing 
radiation, particularly in this affluent society of 
ours where people with a good deal of money can 
go from doctor to doctor, clinic to clinic, each of 
which naturally, likes to take its own x-rays. So, 
the patient can readily pile up a considerable 
amount of radiation in the course of a few years. 

Doctors, too, are careless at times. Thus I have 
found in taking histories from internists, pedia- 
tricians, and orthopedists with leukemia that many 
of them have completely ignored the various 
simple precautionary measures of lead aprons 
etc. in doing their numerous fluoroscopies. Den- 
tists and technicians have been notoviously caze- 
less. During the course of a full month x-ray 
examination, which may deliver up to 300 roent- 
gens of radiation, there may be considerable scat- 
ter, which, with appropriate care, could be handled 
quite well; but oftentimes it is not. 

Shoe fitting devices may give considerable radia- 
tion, the amount increasing in difficult to fit in- 
dividuals who may go from store to store looking 
at their feet. 

‘We now have the problem of radioactive iso- 
topes, which we and others have used consider- 
ably in our laboratories for diagnostic procedures 
and sometimes therapeutically. We must be con- 
cerned with the often minute doses of radiation 
which we give to our patients and volunteers, for 
who knows whether a threshold exists for harm- 
ful effects of radiation. 

In 1955 a tabulation of x-ray dosages in diag- 
nostic procedures was published in Radiology. 
Many of the dosages have been scaled down in re- 
cent years with the considerable attempt to reduce 
radiation by better techniques. It is noted that 
chest x-rays give little radiation ; but, on the other 
hand, gastrointestinal series may give four roent- 
gens with only six films. Fluoroscopic examina- 
tions may increase the total radiation to 25 or 30 
roentgens, x-rays of bones, particularly lateral 
films of the spine, may give considerable radiation, 
and x-rays during pregnancy may expose a fetus 
to 12 or 13 roentgens total body, not an inconsid- 
erable amount for a newborn infant. 

It should be pointed out that large doses of 
x-rays induce leukemia in only a fraction of the 
cases treated. As we have stated in our recent book 
on leukemia, no more than 15 per cent of the cases 
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of leukemia may be ascribed to radiation ; there- 
fore, other etiologic factors may be cited. 


Chemicals, particularly the aromatic solvents 
and carcinogenic hydrocarbons, have been shown 
to induce leukemia in both experimental animals 
and clinical cases. One naturally wonders, on this 
account, about various medications to which our 
civilization is exposed. The danger of living in a 
civilized era, the hazards of civilization, are some- 
thing to be commented upon perhaps. Of course, 
there are hazards in living in the jungle, too, but 
we who live in our affluent society must realize we 
are being exposed to all manner of potentially 
harmful things—radiation and chemicals, among 
others. 


Chemicals may result in leukemia by a process 
of enzyme deletion, as it has been called. Certain 
chemicals may have a special affinity for attach- 
ing themselves to certain enzymes, which may 
then throw them out of action. The cell may not 
be killed and, in fact, may continue to replicate 
itself with the enzyme missing, a process which 
may result in a new group or “race” of cells. Cer- 
tain carcinogenic chemicals have been shown to do 
this. It is also possible that radiation, and perhaps 
viruses, may induce an alteration or deletion of 
specific enzymes, which then may result in a 
somatic mutation of the cell with continuous self- 
replication of an abnormal cell. There’s not too 
much evidence for this theory except in experi- 


mental animals. One type of leukemia, however, 


chronic granulocytic leukemia, shows a great re- 
duction in a key enzyme. In this disease the alka- 
line phosphatase of the mature granulocytes is de- 
creased below the normal values, so that the 
mature granulocytes show practically no alkaline 
phosphatase. 


Viruses have, in recent years, been considered 
as a possible cause of leukemia. Certainly viruses 
induce leukemia in fowl, a fact which has been 
known for more than 50 years. More recently, the 
experiments by Gross, of New York, in mouse 
leukemia have demonstrated that cell-free mate- 
rial from leukemic mice, when injected into new- 
born mice of another strain, results in leukemia 
later on in life. These and other experiments ind- 
cate that leukemic cells contain a transmissib'e 
agent, apparently a virus, and the leukemia is trans- 
mitted from one generation to another verticall\. 
This is in contrast with horizontal transmission 
from one individual to another, which apparently 
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does not occur in mouse leukemia. Gross con- 
ceives of “pools” of virus which mice (and pos- 
sibly men) may have throughout their lives and 
that these pools of virus may be transmitted to the 
offspring without the mouse itself becoming leuke- 
mic and until some sort of inciting “trigger” agent, 
whether it be radiation or chemicals, comes along. 
This eventually results in leukemia and death. 

Viruses as etiologic agents for neoplasm and 
leukemia have been claimed the only tenable 
etiologic factors by Stanley, Gross, Schwartz, and 
a number of others. On the other hand, we have 
to think of viruses as only one possible etiologic 
agent in human leukemia. Viruses or viruslike 
particles have actually been demonstrated in fowl, 
rodent, and even human leukemic tissue by elec- 
tron microscopy. Electron micrographs by Dmo- 
chowski of Houston, and Bessis of Paris have 
both made beautiful demonstrations of viruses in 
leukemic tissue. 


Is heredity in any way a cause for leukemia? 
I believe it is, particularly in chronic lymphocytic 
leukemia. We frequently see twin cases, sibling 
cases, and family cases; and in taking histories 
of cases of leukemia, I find, as Vidaback did in 
Copenhagen, ‘that cancer in families of leukemic 
individuals is far more common than in families 
of non-leukemic individuals. 

One may speculate at the present time that leuke- 
mia may be due to many etiologic agents: chem- 
icals, viruses, ionizing radiation, or hereditary 
mechanisms. These result in a somatic mutation 
with a proliferation of a new race of cells. This 
represents a “polyetiologic” type of thinking with 
a “monopathogenetic” type of mechanism—one 
type of mechanism with several etiologic factors. 


Exponents of the virus theory often say there 
is only one etiologic factor ; i.e. the virus. This is 
a “monoetiologic” mechanism. Then there are 
various “trigger” mechanisms, which might be 
chemicals or x-rays, and these trigger off the de- 
velopment of leukemia. This is one kind of etiology, 
but “polypathogenetic.” Well, you can take your 
choice ; we don’t know at the present time. 

Now to turn to therapy, I have the impression— 
which the radiologists do not share—that x-ray 
therapy is becoming outmoded. I also have the im- 
pression that radioactive isotopes, which were in- 
troduced with considerable enthusiasm some years 
ago, have largely been disappointing and that the 
most marked advances lie in chemotherapy, of 
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the essentially destructive type that we have now, 
or chemotherapy which might modify the metabol- 
ism of the cells. In any event, I think that chemo- 
therapy is the hope for the future. 

The present increase in interest in the chemo- 
therapy of leukemia came about with the introduc- 
tion of the nitrogen mustards during the war years. 
It became quickly apparent that nitrogen mustard 
was a radiomimetic agent, because it could readily 
reduce the size of mediastinal and other lymphoid 
tumors. Since 1942, when we first began to use 
nitrogen mustard intravenously, it has become 
quite useful in the treatment of the systemic mani- 
festations of Hodgkin’s disease and disseminated 
lymphosarcoma. Since then, too, a number of 
other alkylating agents (generic term for the 
various members of the group) have been intro- 
duced. These are essentially cytotoxic and anti- 
mitotic agents, which include triethylene melamine, 


_Myleran®, and Leukeran®. 


TEM is a highly reactive molecule with a ben- 
zene ring structure and several amine groups. 
It certainly has an effect in chronic lymphocytic 
leukemia, but it must be used cautiously, since it 
is a highly reactive, myelotoxic agent. Since the 
introduction of Leukeran®, we don’t use too much 
of it. We use it in two conditions: chronic lympho- 
cytic leukemia and lymphosarcoma, and never in 
a higher dosage than 2.5 milligrams, twice a week 
at the start and approximately every ten days 
thereafter. It will produce complete and sustained 
remissions in about half the cases of chronic lym- 
phocytic leukemia. 

More recently a gentler agent has been intro- 
duced by the group at Chester Beatty Institute, 
London. This is CB-1348, or Chlorambucil (now 
called Leukeran®), which is also given orally in 
2 milligram pills. It has its greatest use in chronic 
lymphocytic leukemia, lymphosarcoma, and Hodg- 
kin’s disease. In large doses it may be just as ac- 
tive as nitrogen mustard, and frequently with doses 
of 25-30 mg. daily, it can save the patient a hospi- 
tal admission. As with the other myelotoxic agents, 
the blood counts and the platelets must be watched. 

Of all the chemotherpeutic agents introduced 
in recent years, Myleran® seems to be the most re- 
markable because, in the first place, it is almost 
specific for one disease, which is what we like an 
agent to be; secondly, it is highly consistent in its 
action. 

If one gives 40 patients or 100 patients with 
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chronic granulocytic leukemia a variable dose of 
Myleran® (between 2 and 16 milligrams daily), 
the white count will go down almost to normal, 
and the spleen will recede almost to normal within 
a period of six to eight to 12 weeks. At the end 
of this time, or shortly thereafter, the patient looks 
well, has normal physical findings, a normal white 
cell count, and a normal bone marrow. This drug is 
remarkably consistent in its effects, and with it, 
long term remissions are possible. 

In chronic leukemia, I think, we can accomplish 
quite a bit with some of the agents used, but not 
in the acute leukemia. Here we use the antime- 
tabolites, of which the two most important ones are 
the folic acid antagonists and 6-Mercaptopurine. 
The former has had its greatest use in the acute 
leukemia of childhood ; the latter, in that of adults. 

The folic acid antagonists are much like folic 
acid except that a new kind of amino grouping has 
been inserted by the chemist into a spot where an 
OH grouping was previously present. This makes 
an antagonist of the compound which was previ- 
ously a growth factor. The cell apparently thinks 
it is getting the growth factor and accepts it ; how- 
ever, it is so deluded that it gets killed off in the 
process. This simple explanation may have some 
merit. In any event, aminopterin (or amethop- 
terin) will induce about 50 per cent remissions in 
childhood leukemia when given alone, but when 
given with ACTH or the steroids, approximately 
75 per cent of the cases will respond. These re- 
missions are very good ones; they are clinical, 
hematologic, and myeloid, and they may last two 
years or longer. In most cases, the remissions last 
for a few months toa year ; although, with changes 
in therapy from time to time, at least half. the 
children can be kept alive for about 15 months. 

6-Mercaptopurine, a purine antagonist, has not 
worked out too well in our experience. In adults 
it may produce remissions in one case out of ten, 
but at the expense of cerebral hemorrhage in some 
of the other cases. 

The remissions obtained with these antagonists 
are quite remarkable, and it is indeed a phenomenal 
thing to have witnessed, during this past decade, 
the reversibility of a type of leukemia which we 
had always thought was impossible of reversal. 

Another agent which has a peculiar type of ac- 
tivity we cannot classify too well is urethane, a 
relatively simple chemical. It has, at the present 
time, one field of use ; namely in multiple myeloma, 
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where the marrow is crowded with plasmocytes. 
Unfortunately, it doesn’t work too well in most 
cases of myeloma; however, we use it because it 
is about the only thing we have for this very seri- 
ous disease, although other measures: radiation, 
Leukeran®, a new isotope yttrium-90 may have 
some value. 

‘All of these agents, the cytotoxic agents, the 
antimetabolites, urethane, have a myelotoxic ac- 
tivity ; that is, they attack the bone marrow. They 
are essentially destructive agents, and the normal 
bone marrow cells are attacked. If the dosage given 
is too great, necrosis of the marrow will result, 
and the patient may die of aplastic anemia. 

I’d like to mention briefly an important type of 
leukemia, chronic lymphocytic leukemia, which I 
think is the most common type we see. It can be 
classified as follows: (1) an “aggressive” type, 
occurring in the younger age group (that is be- 
tween 30 to 50), with big lymph nodes, big spleen, 
night sweats, weight loss, fatigue, and weakness. 
In this “aggressive” type, therapy is probably 
needed. I am not always certain whether to treat 
these people or not, but I believe one should in 
the aggressive forms. Here there is a choice of 
TEM, Leukeran®, x-ray therapy, or P-32. There 
is another type of chronic lymphocytic leukemia, 
in which there is a hemolytic process with a posi- 
tive Coombs’ test ; here the steroids are highly ef- 
fective. Then there is a third type, which you 
should all recognize because it is most important 
not to treat these individuals. This is a benign 
type, in which an older individual is found to have 
a somewhat elevated white count and lymphocyte 
count and is best left alone. 


When you give prednisone or one of the corti 
costeroids to a patient with chronic lymphocytic 
leukemia, the first thing to happen is that the white 
count goes up as the glands go down. That is a 
temporary affair, and the white count gradually 
comes down again. 

ACTH and the corticosteroids are not myelo- 
toxic agents; that is, they do not injure the bone 
marrow. Often, then, when we are in doubt as to 
what to do in a given situation, we treat the pa- 
tient- with corticosteroids. The exact mode of ac- 
tion of the corticosteroids is not known precisely, 
but since the time of Dougherty and White, who 
showed that these were lymphocytolytic agents, | 
think it can be said that they reduce the amount 0: 
lymphocytic tissue by causing cytolysis ; they prob 
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ably do the same for plasmocytes. There have been 
experiments which indicate that they are anti- 
mitotic when given in large amounts. 

We have many uses for the corticosteroids in 
our clinic in hematology; often I doubt that we 
would be able to get along if we didn’t have them. 
[he corticosteroids are wonderful tonics, as you 
all know. They may confer some degree of bone 
narrow protection. They may be myelostimula- 
‘ory. They act in a nonspecific manner to reduce 
capillary bleeding. They are certainly helpful in 
‘he presence of a positive Coombs’ test and auto- 
mmune hemolytic anemia. They reduce lymph- 
adenopathy in chronic lymphocytic leukemia, and 
hey induce remissions in acute leukemia. 

We began to use massive steroid therapy a few 
vears ago in acute leukemia in adults over 25, in 
whom remissions with 6-MP were probably un- 
likely. We gave the first series of ten patients 
'000 milligrams. We gave the second series of ten 
patients 250 milligrams for two weeks, then cut 
the dosage to 100 milligrams, 50 milligrams, and 
25 milligrams for maintenance. 

Three of the patients given 1000 milligrams of 
prednisone a day developed psychosis, and the drug 
had to be discontinued. None of these patients de- 
veloped peptic ulcer during the procedure, al- 
though three in this series had a previous history 
of peptic ulcer. We took the precaution, of course, 
of giving them tincture of belladonna before meals 
and one of the aluminum gels after meals. 

In the first series of ten patients given 1000 
milligrams, one patient had a complete remission 
lasting eight months; another had a complete re- 
mission lasting five months, and a third patient is 
still alive at the end of three and one-half years, 
incredible as this may seem. She is a woman of 


about 45. 


In the second series of ten patients given 250 
milligrams, we again had three remissions. Pa- 
tients given 100 milligrams a day may develop 
a remission, but usually it is incomplete. One hun- 
dred fifty milligrams will also induce complete 
remissions in about the proportion of three in 
ten. 

We have since extended these studies in the 
treatment of chronic lymphocytic leukemia and 
disseminated lymphosarcoma. After a patient has 
been treated with x-rays, TEM, and Leukeran®, 
among other things, he may get into a rather im- 
possible situation with a low white count, low 
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platelet level, low hemoglobin level, big spleen, 
big liver, and big masses of lymph nodes; in these 
cases, we often give large doses (50-150 mg.) of 
prednisone therapy daily, often with strikingly 
beneficial effects. 

I have not mentioned x-ray therapy much. On 
the other hand, in a situation in which there are 
bulging masses of lymph nodes, I think it would 
be unwise to use a chemical which might injure 
the bone marrow when one can direct radiation 
over the areas and get a striking result. X-ray 
therapy of chronic leukemia is probably as good 
as chemotherapeutic agents, but it involves an- 
other specialist and divided responsibility, and we 
prefer to control our own patients in our own 
way. This is probably a personal bias. 


As for x-ray therapy in leukemia in general, 
it is quite unsatisfactory in the acute form. Total 
body radiation with marrow transplantation is 
being tried, but this is purely experimental and 
a difficult maneuver in many ways. As yet no 
good results have been obtained. In chronic leuke- 
mia, x-ray therapy of the granulocytic variety 
has been superseded by Myleran® in our clinic. 
Lymphocytic leukemia has, for the most part, been 
treated with Leukeran®. If we have a case of 
multiple myeloma with big masses and local in- 
volvement, we might give x-ray therapy, but | 
think we can say in all fairness that the place of 
x-ray therapy in our clinic has shrunk consider- 
ably. Now, whether that is true for all clinics in 
genéral—and I know that clinics vary—is ques- 
tionable. 

Transfusions are helpful both in acute leukemia 
and in chronic leukemia. We prefer to use fresh 
blood given in plastic bags, which we feel pre- 
serves the platelets somewhat better; but fresh 
blood—blood which is no more than two or three 
hours old—is the important factor, not so much 
the plastic bag. 

At times we remove the spleen, but before doing 
so, we consider seriously the pros and cons. 
There is considerable operative risk, and the pa- 
tient may not have too long a life span anyway ; 
however, once in a while we come up with a very 
excellent result. 

At the present time I think we can say that 
we have diverse modalities for the treatment of 
leukemia, which we certainly did not have 10 or 
20 years ago. We have chemotherapeutic agents, 
some of them antimitotic, some of them antimeta- 
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bolic, which also injure the marrow. We have 
ACTH and the corticosteroids, about which we’ve 
talked, which may be antimitotic, antimetabolic, 
or anti-immunologic and which do not injure the 
bone marrow. They may even stimulate the bone 
marrow. We have x-ray; we utilize splenectomy 
at times ; we have symptomatic care in the form of 
transfusions of whole blood or platelet rich blood 
or gamma globulin; we have antibiotics and, of 
course, sedatives. Such a diversity of agents is 
helpful—at least to the therapist. Whether it al- 
ways helps the patient is another question but, in 
any event, the doctor can now shift his attack, try 
various methods, and possibly prolong the life span. 

This brings us to the future of leukemia. What 
can we expect to have as time goes on, and what 
should we do? I think we should concentrate our 
efforts in the following direction: What causes 
leukemia? Can we perhaps prevent it by reducing 
exposure to ionizing radiation? Can we reduce it 
perhaps by reducing exposure to chemicals? If a 
viral agent is ever found to be a cause for leuke- 
mia, perhaps large segments of the population 
could be vaccinated against such a hypothetical 


virus. This is highly questionable, but still a pos- 
sibility. 

At the present time in our therapy we have one 
general method of therapeutic attack, aside from 
ACTH and corticosteroids, and that is the destruc- 
tive type of attack ; we try to destroy the leukemia 
process. Maybe this is not the right attack. You 
will remember that the crusaders tried to destroy 
the infidel because he would not accept religion ; 
however, it was rather difficult to destroy enough 
by the crude means then available. So, then they 
began to convert the infidel. Perhaps we ought to 
try to convert leukemia by adding missing en- 
zymes to modify the abnormal machinery of the 
cell. This presupposes a good deal more knowledge 
of the metabolism of the leukemic cell than is 
available now. The all-important thought at the 
present time is to try to learn what is the abnormal 
machinery in the leukemic cell and what causes it 
to be that way. When we find out, we can cer- 
tainly make progress, both with causation and 
therapy. 

New England Center Hospital 
Boston 11, Massachusetts 
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Malpractice Actions and 
Prophylaxis 


Russell S. Fisher, M.D.* 


| pee FREQUENCY OF malpractice actions in- 
creased tenfold during the Thirties and an- 
cther fourfold since then. Statistics presented by 
the Iate Dr. Louis Regan show that today’s medi- 
cal school graduate stands a chance of greater 
than one in eight of being sued, even if he lives 
in a conservative community. In one famous re- 
sort town, approximately one of every twenty 
physicians is sued each year. Of the total suits, 
about 25 per cent arise in surgical practice; 8 
per cent in fracture cases; 7 per cent in alleged 
error or delay in diagnosis. The vast majority of 
suits brought today are without merit, more than 
half of them involving physicians who show 
better-than-average skill or experience and enjoy 
an excellent reputation. It is emphasized that any- 
one can commence action against a physician, and 
whether it gets far in the courts or not, a suit is 
an expensive nuisance to the defendant. 

It is a well-understood legal principle that a 
doctor need not undertake the care of a given 
patient unless he so desires; however, once a 
physician does assume the duty of care, by ex- 
amining the patient or prescribing for him, he 
must render skill and care in both diagnosis and 
treatment equal to the standard rendered in that 
community by the same type of practitioner. This 
has come to mean, among other things, that diag- 
nostic aids must be used. Honesty is no longer 
enough. Physicians are responsible for their hon- 
est failures if they are the result of ignorance of 
what constitutes due care in the light of present 
day practice. 


In surgery, the question of pregnancy 
must be settled in advance. In a recent 
*Chief Medical Examiner, State of Maryland; Profes- 

sor of Legal Medicine, University of Maryland School 


of Medicine; Lecturer in Forensic Pathology, Johns 
Hopkins University. 


May, 1960 


A Render due skill and care. 


Mi Know your legal duties, when to refer, 
when to disclose. 


@ Avoid destructive and unethical criticism 
of others, 


A Keep adequate records. Document the 
patient's failure to cooperate. Keep car- 
bon copies of communications. 


Avoid any admissions; these may be mis- 
construed, but remember, concealment 


may be held a fraud. 


Exercise tact, especially in the use of con- 
sultants and in conference with the family. 


Avoid overly optimistic prognoses. 


Advise your patients of expected absence 
or get a capable substitute. 


Get proper written permit for operation 
or autopsy. Keep inviolate the confiden- 
tial disclosures. 


Render sufficient care; do not abandon the 
patient. 


Do not make it known that you carry 
mal practice insurance. 


@ If your fee is to be lar ge or unusual, dis- 
cuss it first with the patient. 


A Beware of compromising situations. 


Mi Give careful supervision to your assist- 
ants and employees, particularly exercis- 
ing great care in the delegation of duties 

Cc c oC 
to them. 
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court case, the family physician referred a 
patient with an enlarged uterus to a sur- 
geon, having mentioned the possibility of 
pregnancy. The surgeon, however, diag- 
nosed fibroids and operated without a test 
for pregnancy. He was sued for unnec- 
essary surgery when it developed that the 
enlargement of the woman’s uterus was 
due to pregnancy. The court held the 
surgeon to be negligent, remarking that, 
although an honest error in diagnosis 
caused the unnecessary surgery, the fam- 
ily physician had raised the question of 
pregnancy, and it was encumbent on the 
surgeon to settle this question before sur- 


gery. 


In a@ fracture case, where a physician 
failed to x-ray after setting the fracture, the 
plaintiff did not present expert testimony 
that such an x-ray was necessary in good 
patient care. The defendant asked for dis- 
missal on the grounds that his negligence 
was not proved. The court said the doctrine 
of res ipsa loquitor applied; that it is com- 
mon public knowledge today that x-rays are 
required after fractures. 


The use of the ophthalmoscope may be 
necessary. A patient was struck in the eye 
by a nailhead. The physician, not a spe- 
cialist, used a magnifying glass but did 
not examine with the ophthalmoscope or 
x-ray. He found a cut in the cornea, re- 
moved some rust, and washed the patient’s 
eye. One month later the patient went to 
an eye specialist with the complaint of 
diminishing sight. Ophthalmoscopy and 
x-ray showed a fragment of steel in the 
eye, and the ophthalmologist operated in 
an attempt to save the eye. The bulb col- 
lapsed and blindness ensued. The patient 
sued the original physician. The specialist 
testified that the foreign body, not its re- 
moval, caused the blindness and that it is 
customary to use x-ray and ophthalmos- 
copy in examining an injured eye. The 
court found against the defendant physi- 
cian, held lack of due care in examining the 
patient. 


252 


Similar cases with respect to the use of the 
proctoscope in rectal diagnosis and of tetanus 
antitoxin in certain cases are recorded. The cross- 
matching of blood for transfusion today must 
include not only crossmatching for ABO com- 
patibility but also Rh typing and crossmatching. 
The American Medical Association Committee on 
Medicolegal Problems has expressed the view that 
it would be obvious negligence, coming under the 
doctrine of res ipsa loquitor (the thing stands for 
itself), if both factors are not considered in 
crossmatching, resulting in an incompatible trans- 
fusion being given. 

Rowland Long, an internationally known and 
respected expert in medical jurisprudence, has re- 
cently stated in his book The Physician and The 
Law, “The physician who administers dicumarol 
is negligent unless: (1) prothrombin estimations 
are done daily; (2) the patient is kept under ob- 
servation ; and (3) the drug is stopped if hemor- 
rhages appear and immediate treatment is insti- 
tuted.” 

An operation without a permit is a trespass, a 
technical assault. for which the surgeon is liable. 
The only exception to this rule is in emergency 
cases in which the patient is unable to give con- 
sent. Here the surgeon is entitled to proceed on 
the presumption of good faith, but should issue 
ever be raised, his only proof that he did so act 
would lie in his having adequately documented in 
the patient’s record the necessity for the unauthor- 
ized surgery. Special emphasis should be laid on 
the necessity of signing the medical record, since 
many courts will not admit into evidence any 
sheets of the record which are not signed on each 
page by the physician. Implied permission for an 
emergency procedure is invalid if the patient re 
fuses the procedure. Emergencies are interpreted 
differently throughout the country. 


In a New Jersey hernia case, a surgeon 
went ahead with the second side when, 
during the operation, he discovered a bi- 
lateral hernia rather than the single one 
diagnosed prior to surgery. The patient 
sued, claiming he had authorized only 
the single procedure. The court found for 
the surgeon, saying the public interest 
required the surgeon be permitted to ex- 
ercise his discretion. Contrariwise, in an 
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Oregon case, a nose and throat surgeon 
who had proposed an operation to straight- 
en a deviated nasal septum found tonsillar 
obstruction to the airway also and did the 
combined operation. He was sued solely 
on the basis of lack of authorization, not 
negligence. The Supreme Court affirmed 
a judgment against him. His claim that 
the patient was under anesthesia at the 
time of discovering the necessity for the 
second operation was disallowed, the court 
stating that anesthesia alone did not make 
it an emergency situation. 


In a Minnesota case, a patient was anes- 
thetized, having agreed to an operation on 
her right ear. The surgeon, however, found 
the left ear to be worse than the right and, 
after consulting with the patient’s family 
physician who was present, performed a 
successful and skillful ossiculectomy. The pa- 
tient sued for assault and battery. The doctor 
argued that consent was implied. The court 
held that this was a matter for the jury to 
decide, and the plaintiff was awarded $14,- 
222.50. 


Permission should be given by an adult and 
in a clear state of mind. Oral permission is ade- 
quate, although it cannot be proved if the patient, 
at some later date, denies having agreed to the 
proposed surgery. The permit should be specific. 
Despite the widespread use of blanket forms, they 
are generally not desirable, since they are effec- 
tive only because of concurrent oral agreement 
between the patient and the surgeon. The con- 
sent of non compos mentis (not of sound mind) 
patients and minors is not legal, and, unless the 
procedure be emergency, a guardian should be 
appointed, whose permission should be obtained 
before surgery. In adults, for any procedure ex- 
cept sterilization, the permit of the patient is 
adequate ; if sterilization is likely, it is desirable 
to obtain also the permission of the marital part- 
ner, lest suit be brought against the physician for 
the loss of services of his mate. In the case of 
children whose parents are separated, care must 
be taken to get permission of the one who has 
legal custody of the child. Marriage does not re- 
move the disability of infants unless the law so 
states; however, most states hold infancy to be 


May, 1960 


terminated at 18, or even younger if the decision 
made by the infant is identical to that which would 
have been reached by an adult under the same 
circumstances. If parents refuse permission for 
necessary surgery, the only resort is to go to court. 


In Chicago, parents subscribing to a re- 
ligious group known as Jehovah’s Wit- 
nesses refused to allow exchange transfu- 
sions in their erythroblastotic infant. The 
physician went to court, and the court, 
acting under its authority, found that the 
parents, who had a duty to render care to 
their infant, were negligent in refusing to 
allow medical care to be administered and, 
therefore, imposed a _ court-appointed 
guardian in lieu of the parents. The guard- 
ian gave consent, and the child received 
transfusion and survived. The parents ap- 
pealed the court’s decision. By the time 
the appeal was heard in the higher court, 
the child, having recovered and being out 
of danger, had been returned to the cus- 
tody of his parents. The Supreme Court 
of Illinois nonetheless heard the case and 
affirmed the judgment of the Circuit Court 
of Cook County that the parental refusal 
to allow the transfusion was neglect suffi- 
cient to justify the court to impose a 
guardian with the right to consent to the 
necessary blood transfusions. The Su- 
preme Court of the United States refused 
to hear the case. 


Invasion of privacy is a common allegation in 
malpractice actions. The cases in which unfavor- 
able decisions have been reached against physicians 
include those in which pictures allowing recogni- 
tion of the patient had been published without 
the patient’s consent. In a suit against an obste- 
trician, in which a private patient was used for 
teaching internes and students, the patient sued 
the physician for invasion of her privacy. The 
case was dismissed because of a hung jury. In a 
Michigan case, however, a physician took a non- 
physician friend into a delivery room, and an 
action for invasion of privacy succeeded. The 
records, as well as the persons, of patients must 
be held private. In a case of extracardia, the 
hospital permitted a photographer to take a pic- 
ture and disclosed the facts to a newspaper. The 
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parents sued, and the Supreme Court held the 
hospital indirectly responsible, in that it reversed 
a demurrer, stating it was a breach of confidence 
for doctors to allow the newspaper to publish the 
case. 

Despite the need for holding confidential such 
items of information which are within the patient- 
physician relationship, a physician, when proper- 
ly subpoenaed, must produce his records and tes- 
tify in any court in connection with a patient’s 
illness. In some states this is not true, but Mary- 
land has no privileged communication statute. 
Evidence from an autopsy is not privileged, since 
a deceased body is not a patient. If the police 
request an examination, as in a rape case, and the 
patient consents, the findings of the doctor beget 
no privilege. 


Prophylaxis against malpractice requires the 
use of consultants when it is discovered or the 
physician should recognize and discover that an 
ailment is beyond his knowledge, technical skill, 
ability, or capacity to treat with any likelihood o° 
reasonable success. The physician, further, must 
disclose any operation performed or any injury 
inflicted by his own negligence in performance 
thereof. This has been stated, “There is no thera- 
peutic privilege.” A patient has a right to know 
if he has fatal disease, and it has recently been 
stated, “The plaintiff may expect his claim to be 
upheld if he avers that his rights to make his own 
decisions, based on the nature of his disease, were 
thwarted by the doctor’s: concealment.” 

700 Fleet Street 
Baltimore 2, Maryland 


TREATMENT CLINICS AND CONSULTING CLINICS 


Members of the Medical and Scientific 
Committee of the Maryland Chapter of the 
Arthritis and Rheumatism Foundation con- 
duct regular arthritis clinics in Baltimore 
and throughout Maryland. 


City Clinics 


‘Treatment clinics are held each week in 
six Baltimore Hospitals—Johns Hopkins, 
University, Sinai, Church Home, Mercy, 
and City Hospitals. Patients are treated 
at these clinics and are charged according 
to their ability to pay. If a clinic patient 
requires home care treatment the Founda- 
tion gives this service free of charge. A 
patient under the care of a doctor should 
consult him before telephoning or writing 
the Foundation for an appointment at one 
of these clinics. 


Once a month, the first Friday of each 
month, the Foundation conducts a consult- 
ing clinic at the Baltimore League for 
Crippled Children and Adults, at 2554 
Greenmount Avenue, Baltimore. A patient 
must be referred to this clinic by a physi- 
cian. No treatment is given but the patient 
is examined and a report and program for 
recommended treatment is sent the re- 
ferring physician. There is no charge for 


this clinic service to either the patient or 
the referring doctor. 


County Clinics 


All clinics in the counties are consulting 
clinics. A patient must be referred by a 
doctor. He receives no treatment but a re- 

including recommended treatment, is 
sent to the referring physician. There is no 
charge for this service. A medical and an 
orthopedic man from our committee con- 
duct these clinics. These clinics are not held 
regularly but only when the Foundation 
is requested to do so by the local County 
Medical Society and when the Society in- 
forms us that six or more patients have 
been referred. A patient should discuss 
this with his doctor and ask him to get in 
touch with his County Medical Society 
and suggest that a clinic be held. 


Call or Write 


For information about clinics, for ap- 
pointments, or for literature, call or write— 
Burton M. Parks, Executive Director 
_ Arthritis and Rheumatism Foundation 
1116 Fidelity Building 
Baltimore 1, Maryland 
Telephone: Lexington 9-8502 
Lexington 9-3087 
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Publication of Dr. Koontz's criticism of the nursing profession today brought a flood 
of letters applauding, deriding, challenging, confirming his forthright commentary. 
Here is a sequel to the controversy which was aroused by his earlier discussion of 
‘What Has Happened to Nursing?’ 





ON 
NURSING DISCIPLINES 


‘N THE JuNE, 1958, issue of the Maryland 

_ State Medical Journal an article of mine ap- 
peared entitled, “What Has Happened to Nurs- 
ing?” In this article I pointed out that there had 
been a change in the attitude of nurses in the 
last 20 years, especially in the more recent crop. 
Too often nowadays we find nurses giving their 
aid to doctors grudgingly and with bad manners. 
I was careful to point out that this change in the 
attitude of nurses over a period of years did not 
apply to all of them and that some of our nurses 
today (probably more than half) are just as fine 
as any nurse ever was. My article was reprinted 
in the November, 1958 issue of RN. Following 
its publication an avalanche of letters poured in, 
not only from nurses but an occasional one from 
a doctor or a hospital administrator. RN also re- 
ceived a “record-breaking flood of letters,” the 
gist of which was published in the January, 1959 
issue Of RN. The majority (about 80 per cent) 
of the letters received by me personally were in 
agreement with the statements I made. Since my 
statements were factual, there was no valid cause 
for disagreement. A few squawked because their 
toes were pinched; others admitted the situation 
was deplorable and offered suggestions toward 
correction. 

The letters to RN were “almost equally bal- 
anced between cheers and jeers.” I shall neglect 
the cheers and try to analyze the jeers. 
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Amos R. Koontz, M.D. 


Some of the complaints were trivial, concerned 
with local ground rules, such as writing orders. 
Everyone knows that these rules vary in different 
hospitals: some hospitals require the doctors to 
write and sign their orders; others require the 
nurses to write them and the doctors to sign 
them. I know of no hospital, however, in which 
the doctor is responsible for procuring the drugs 
he prescribes. It is up to the nurse to get them 
from the pharmacy or, if the pharmacy is closed, 
from some other source. 


I received only one letter from a male nurse. 
RN apparently received a larger number than 
would be statistically expected, all of which were 
critical of my views. Could the reason be that 
they are in a profession which has always been 
largely dominated by women and that, therefore, 
they feel insecure and on the defensive? The male 
nurse from whom I heard asked me to “remem- 
ber that we are not your servants” but servants to 
God and mankind. From the tone of his letter, 
I was sure that he had missed the entire purpose 
of my article. Of course nurses are not doctors’ 
servants, but everyone who works in a hospital— 
doctors, nurses, orderlies, technicians, maids—are 
servants of the patient and are all on the same 
team. Unless nurses remember that they are part 
of that team, working for the welfare of the pa- 
tient, they are not serving their function. 

One nurse said: “Nursing is no longer an an- 
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cillary profession. Nurses are no longer trained 
in obedience like prize dogs, but educated to an 
inteligent outlook that enables them to stand side 
by side and on a par with the rest of the medical 
team.” It is obvious that nursing is an ancillary 
profession and always will be. If there were no 
doctors, there would be no nurses. The nursing 
profession is ancillary (by definition, subservient, 
subordinate, or auxiliary) to the medical profes- 
sion and cannot be otherwise. They are, indeed, 
on the medical team, but to say that they are on 
a par with doctors is ridiculous and absurd. One 
might as well say that all members of a baseball 
team are on a par with the captain. If that is so, 
why have a captain? If nurses were on a par 
with doctors, why would they be taking orders 
from doctors? This is simply a case of reductio 
ad absurdum. 


One nurse asked if the doctor-nurse rapport 
had not lost its meaning and did not need to be 
readjusted on both sides of the fence. My answer 
to her question is in the affirmative ; certainly the 
fault is not entirely with nurses, and doctors have 
their share of responsibility for the situation. To- 
day’s average house doctor lacks much of the 
sense of responsibility to his patients that doctors 
had even just before World War II. Too many 
demand every other night and every other week 
end off, an arrangement that was unheard of when 
we older doctors were getting our training. Pa- 
tients always came first, and we grabbed our holi- 
day whenever we could, which was rather infre- 
quently. Many young doctors in practice today 
take entirely too lightly their responsibility toward 
their patients, especially as far as night calls and 
holiday calls are concerned. The fundamental un- 
derlying reason for this (as pointed out before), 
I believe, is the changing political philosophy 
which has crept over our country like a pall dur- 
ing the last 25 years or so—since 1933, to be exact. 
We have been taught that we do not owe anything 
to our country, but our country owes everything 
to us. We have been living in a time of “handouts” 
and “giveaways,” and too many people have been 
encouraged to sit on their backsides and let “Uncle 
Sugar do it.” This philosophy has affected the 
moral stamina of the present generation and de- 
creased our sense of responsibility and is, I be- 
lieve, the real cause of the shortcomings of both 
our doctors and our nurses. Certainly they have 
not changed in any other way. They come from 
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the same fine stock that most of our doctors and 
nurses have always come. I believe that most 
people are opposed to the recent trend, that most 
American citizens still believe in the eternal veri- 
ties ; however, the narcotizing and enervating effect 
of socialism is kept going by politicians eager to get 
votes, and this is bound to have its effect upon our 
populace. Our entire civilization has so deterio- 
rated that nothing is as it used to be. We were put 
on the toboggan slide in 1933 and nobody, so far 
has had the courage to throw sand in the path of 
the toboggan. 


One nurse, while agreeing with what I had to 
say, suggested the remedy could be corrected by 
unionizing the nursing profession. She related that 
she was married to an electrician, whose union 
stressed a good day’s work for a good day’s pay. 
I am in no position to discuss the pay of nurses, 
nor do I know whether they get too much or too 
little money. I do observe, however, that they ap- 
pear to live well. The old law of supply and de- 
mand will probably determine that issue ; however, 
it is unthinkable for a profession to be unionized. 
There is no more justification for unionizing the 
nursing profession than the medical profession. | 
believe that doctors and nurses should work out 
their own problems and stay away from the AFL- 
CIO. Unions undoubtedly serve a useful purpose, 
and I am in favor of them; however, the union’s 
racketeers have done the union cause a great deal 
of harm in recent years. Our government is largely 
to blame ; the antitrust laws, in my opinion, should 
apply to unions as well as to large corporations, 
for we certainly do not want a monopoly of either 
capital or labor in this country. 

Two nurses claimed that I charged that a nurse 
could be “too well educated.” I said nothing of 
the sort, for I believe that no one can be too well 
educated. I would like to cite, however, a recent 
definition of an “intellectual:” an intellectual is 
one who is educated beyond his intelligence. Some 
nurses are degree-happy, and a great many of thei~ 
degrees are worthless when they get them becaus= 
of the stress on method rather than on conten’. 
What difference does it make whether a nurse ha; 
a degree or not if she understands nursing? If « 
nurse has a good high school education (admit- 
tedly hard to get in our public schools these days 
with their plethora of snap elective courses), sh: 
has the fundamental education required for 1 
nurse. If she has a college education, all the be‘- 
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ter. Certainly too much of the student nurse’s 
time is spent in classrooms rather than on the 
wards with the patients. If Osler’s bedside teach- 
ing was good enough for medical students, why 
isn’t it good enough for nurses? I am convinced 
that we need more bedside training and less class- 
room work. That is in the interest of the patient, 
and the PATIENT is the only reason for either 
nurses or doctors. One nurse, I think, stated the 
idea beautifully: “I wish schools of nursing would 
‘top trying to turn out half-baked doctors. What 
\-e need is not more half doctors but more whole 
nurses. Nursing is, always has been, and always 
-hould be an adjunct to medicine.” Another nurse 
“ppropriated the cliché that we had too many chiefs 
and not enough indians. 

Some nurses objected to my comment about 
rurses not rising when talking to doctors. That 
was only part of the picture. I personally don’t 
care whether a nurse sits still or stands on her 
l.ead, as long as she fulfills her mission of helping 
a doctor care for his patients. One nurse asserted 
that a nurses’ feet are an important part of her 
stock and trade and that they are “not made of 
clay, but of flesh and fallen arches, calluses and 
corns.” She is ipso facto not a good nurse if she 
allows her feet to get into such deplorable condi- 
tion. Another nurse maintained that a nurse is also 
a lady and that if she rises, it is because she is a 
hostess in her own unit. Her statement is too silly 
to merit reply; some nurses are ladies and some 
are not, just as some doctors are gentlemen and 
some are not. The whole purpose of nurses’ stand- 
ing in the first place was not a matter of inferiority 
but a matter of discipline, just as in the Army it is 
a matter of discipline for junior officers to stand 
when a senior officer comes in. Everyone who has 
had any military experience knows that a disci- 
plined outfit is a happy outfit. There is always 
grumbling and discontent in any outfit that is not 
properly disciplined. One nurse aptly said that 


“A happy staff is a happy hospital.” It might have 
been put in another way: “A disciplined staff 
makes a happy hospital.” 

A hospital administrator wrote that my article 
was quite timely, for in his hospital they were 
wrestling with the problem in an effort to correct 
or form attitudes more in keeping with what they 
wished. He asked for my suggestions, to which 
I replied that I felt like exclaiming with Cicero, 
“O tempora! O mores!” I think the present im- 
proper attitude is a part of our times, that we will 
have to alter our mores in order to correct the at- 
titude. To do so we will have to begin in child- 
hood with the succeeding generations. The dete- 
rioration in our public education is partly respon- 
sible. It seems to me that all we can do to remedy 
the situation in specific institutions is to get some 
dedicated person with qualities of leadership, who 
firmly believes in the old Florence Nightingale 
type of nursing, to head the nursing training 
school. More can be accomplished from dynamic 
and dedicated leadership than from any other spe- 
cific remedy. 

One nurse, whom RN represents as having a 
middle-of-the-road view, wrote that many of our 
problems “could be solved in short order if today’s 
doctors would recognize that this is 1959.” She 
is simply restating the wornout cliché that times 
have changed. Of course times have changed, but 
the fundamental facts of life haven’t changed, in 
spite of the efforts of unscrupulous, vote-gaining 
politicians to make us think they have. Good pa- 
tient care is as imperative now (or more so) as 
it ever was. We can’t furnish it by adopting the 
currently fashionable (and enervating) soft life, 
by stressing too much administration, or by shirk- 
ing responsibility. What all of us—doctors, nurses, 
and all other members of the team—must keep in 
mind is that our only goal is the very best possible 
care of the PATIENT. 

1014 St. Paul Street 
Baltimore 2, Maryland 
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The Physician's Role In 


ADOPTION 


Wilson Grubb, M.D. 


F PRIMARY CONCERN in adoption proceed- 
O ings is the baby, who needs parents and a 
home. With no intent to minimize the rights of 
the natural mother of the child, with complete 
sympathy for the childless couple who want and 
need a child in their home, one must inevitably 
consider first the rights and needs of the most help- 
less party concerned—the baby. Recognition of 
this concern will bring into clearer focus many of 
the discouraging, trying, and inexplicable prob- 
lems of adoption. 

The role of the physician is a major one, but one 
which, in the past, has often been misdirected. Aft- 
er careful inspection of our resources, we as phy- 
sicians must be the first to admit a lack of resources 
to do the job alone, and we must assume our part 
on the team of doctors, lawyers, and in particular, 
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The skills of many professions are require: 
for the optimal placement of children fo 
adoption, but three groups in particular— 
physicians, social workers, and lawyers— 
have unique parts to play in establishing a 
home and new parents for a child through 
adoption. These three groups must work as 
a team and must not hesitate to use fully 
such other resources as the clergy and th 
courts. 


certain social agencies which devote full time and 
energy to the problem at hand. The social agency 
not only provides those persons involved with an 
approach sensitive to the social problems of adop- 
tion, but also serves as a medium for bringing to- 
gether the individual skills of the other professions 
in a specific situation. 

The physician has certain direct responsibilities 
for medical service to the natural mother, to the 
child, and to the prospective adoptive couple. It is 
to the physician that the natural mother often turns 
first for advice. He provides maternity care, in- 
cluding prepartal, hospital confinement, and pos‘ 
natal care. He is wise to refer the unmarried 
mother early to a social agency for help with the 
emotional, social, financial, and environmental 
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problems which are inevitable. The physician to 
whom the girl first goes may render all the medical 
services, or, depending upon his own specialty 
and those resources available in the community, 
he may feel that some services should be provided 
by others. As far as possible, he respects her de- 
sire for anonymity and confidence, as will the 
agency he chooses to aid him in the many facets of 
a well-planned adoption. Such a detailed approach 
would constitute an undue burden on the busy 
physician. 

Second, the physician has a direct respon- 
sibility for the child, whose good start in life de- 
pends in no small part on him. He provides or 
arranges for diagnostic appraisal and periodic 
medical supervision and provides the agency with 
the information it needs with respect to the child’s 
physical status and probable state of health in the 
future. The agency could not possibly accomplish 
its purpose without the physician’s help. 

It is often the physician to whom the couple 
turns when in need of advice and help in adopting 
a child. He is responsible first for medical service 
and for determining whether the couple has rea- 
sonably good health and life expectancy and then 
for referring the couple to a legally authorized 
adoption agency to help them gain more insight 
into adoption. He should help the agency in being 
assured of an adequate fertility assessment, or he 
might possibly aid the couple overcome certain 
physical or psychological defects which have pre- 
vented their having a natural child. 

The physician has other responsibilities, at times 
depending on his particular field of endeavor. As 
a researcher he may participate in research lead- 
ing to improvement of adoption practices, or he 
may study such subjects as growth, development, 
genetics, and fertility in their relationship to the 
problem. Whether he be a general practitioner, a 
public health or hospital administrator, or a spe- 
cialist in obstetrics, pediatrics, psychiatry, or in- 
ternal medicine, he will find his skills are frequent- 
ly essential to the adoption process. The physician 
has a right to expect, however, that the agencies 
not only make fullest use of those physicians to 
whom they are accustomed to consulting, because 
of their familiarity with the particular problems of 
adoption, but also that they continue, whenever 
possible, to make use of the referring physician 


and, above all, to report back to him at intervals 
on the progress which has been made with refer- 
ence to the natural mother or to the prospective 
adopting parents whom he has referred. 

He may, as has been suggested, serve as a con- 
sultant to a social agency, developing special 
knowledge of both general problems and that par- 
ticular agency’s problems in this field. He should 
realize that, while agency placements do not pre- 
sume perfection, careful statistical studies have 
produced evidence of the clear cut superiority of 
this approach. Whereas a few years ago suitable 
agencies were not always available in many areas, 
both private and public agencies are now within 
reach of every Maryland citizen. 

As a hospital staff member, the physician has a 
responsibility in helping to develop sound medical 
staff policies, related both to the natural mother 
and to the infant during their hospital stay. It is 
encouraging that the Hospital Association of 
Maryland has gone on record in support of a 
resolution on the responsibilities of hospitals in 
adoption, based on the recommendations of Dr. 
Samuel Karelitz, chairman of the Committee on 
Adoptions of the American Academy of Pediatrics 
and chief of pediatrics at the Long Island Jewish 
Hospital. 

As an educator, the physician contributes to the 
training of students and faculties in schools of 
medicine, social work, nursing, and law. He may 
assist in the education of civic groups, stimulating 
their support for sound legislation. He should en- 
courage the medical schools and the law schools 
to include adoption content in their curricula, so 
that the students might develop, early in their 
training, an educated knowledge of the problem. 
He may contribute not only to the medical litera- 
ture, in newsletters and scientific journals, but to 
the secular press. 

Above all, as a good citizen, the physician should 
assist in any possible way in the support of sound 
legislative measures related to the adoption prob- 
lem, thus contributing to the elimination of actual 
criminal abuses, as represented by the black mar- 
ket in babies, and to the prevention of the some- 
times tragic results which are produced by well- 
meaning intermediaries, who may not have the re- 
sources necessary for carrying out a suitable adop- 
tion. 


3607 Greenway 
Baltimore 18, Maryland 
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March Society Meeting 


HE ALLEGANY-GaARRETT County Medical So- 

ciety met at the Clarysville Inn, Cumberland, 
on March 23, in joint session with the monthly . 
chest disease conference. The attendance was one 
of the largest in years. 


George Mock, M.D., assistant radiolo- 
gist at the Cumberland Memorial Hospi- 
tal, was admitted to membership in the 
Society. 


Physicians from the adjoining states of West 
Virginia and Pennsylvania were guests at the sci- 
entific program on “Pitfalls In The Diagnosis Of 
Cardiac Arrhythmias.” The guest speaker was 
Henry J. L. Marriott, M.D., associate professor 
of medicine at the University of Maryland and 


260 


chief of cardiology at Mercy Hospital in Balti- 
more. 


Last year nearly 8000 foreign-educated interns 
and residents cared for patients in U. S. hospitals. 


Doctor's Day Observance 


Garrett County Medical Society participated 
in the annual observance of Doctor’s Day on 
March 30. The first time to be noted in this county, 
the observance is a special project of the Woman’s 
Auxiliary to the Medical and Chirurgical Faculty. 
Mrs. Leland B. Ransom, wife of Leland B. Ran- 
som, M.D., Cumberland obstetrician, was in charge 
of the various programs. 


Toa WOMAN’S AUXILIARY of the Allegany- 
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$2,114,900.00 Collected And Spent For Public 
Assistance And Welfare In Allegany-Garrett 
County For 1959 


HE TOTAL TAKE in 1959 from Allegany and 

Garrett Counties in the name of charity was 
approximately $381,883.97. The County United 
Fund undertook to underwrite all charitable or- 
ganizations and were successful except for the 
following: Allegany-Garrett Heart Association, 
\legany County Chapter of American Cancer So- 
iety, Allegany-Garrett Tuberculosis Association, 
Polio Foundation, and Muscular Dystrophy Asso- 
ciation. 


Collections through individual drives 
were: Allegany-Garrett Heart Associa- 
tion, $15,700; Allegany-Garrett Tubercu- 
losis Association, $17,381.37; Allegany- 
County Chapter of American Cancer 
Society, $11,066.97; Polio Foundation, 
$7,513.90; Muscular Dystrophy, $2,545.00; 
Allegany County League for Crippled 
Children, $9,518.91. 


The population of Allegany County is 89,550 
and Garrett County, 21,259, making a total of 
110,809. A small portion, $1,970.00 was for the 
use of one adjoining town in West Virginia, Pied- 
mont. This represents approximately $19.00 per 
individual in Allegany and Garrett Counties. In 
addition to County United Fund and the other or- 
ganizations named, the federal government con- 
tributed $206,812.32 in old age assistance in Alle- 
gany County, and $80,619.92 in Garrett County, 
while the counties contributed jointly $268,824.80, 
in public welfare. 


Summarizing: U.S. Government, $287,- 
432.24; Allegany County Commissioners, 
$214,878.02; Garrett County Commission- 
ers, $53,946.77; County United Fund, 
$318,157.82; individual drives, $63,726.15. 


These figures do not in any way represent un- 
employment insurance or Social Security pay- 
ments, but they refer only to welfare and public 
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assistance for charitable purposes. We might add 
to these sums at least $350,000 in free medical 
care by the physicians of Allegany and Garrett 
Counties. 


Physician Guest Speakers 


RHETT RATHBONE, M.D., Cumberland roent- 
” genologist, and L. Michael Glick, M.D., 
narrated a film on cancer, entitled “Never Alone,” 
at the monthly meeting of local elementary school 
Parent-Teacher Association. Gina Glick, M.D., ad- 
dressed the Nurses’ Alumnae Association of Sa- 
cred Heart Hospital on the subject of “Anesthe- 
siology.” Another Cumberland physician, Leland 
Ransom, M.D., was guest speaker at a recent meet- 
ing of District 1, Maryland Nurses Association. 
His topic was “Blood Transfusion and the RH 
Factor.” At a meeting of the Lonaconing Home- 
maker’s Club, Mikio Kato, M.D., of Frostburg, 
discussed “Life on Tangier Island” and showed 
colored slides. 


“I would certainly vote against any measure 
which after analysis revealed a tendency to lead 
our nation closer to any form of socialized medi- 
cine.” 


—John Marshall Butler 
United States Senator from 
Maryland 


Personals 


T HREE CUMBERLAND physicians, Drs. G. Over- 
ton Himmelwright, Leo H. Ley, Jr., and 
George M. Simons, as well as Leslie R. Miles, Jr., 
M.D., of Lonaconing, attended a four-day insti- 
tute in Philadelphia, sponsored by the American 
Academy of General Practice. 
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Thomas F. Lewis, M.D., Cumberland, 
attended the Southeastern Surgical Con- 
gress meeting, held recently at the Roose- 
velt Hotel, New Orleans. 


E. I. Baumgartner, M.D., is chairman of the 
Program Committee for the “Ladies Night” pro- 


gram and International Brotherhood meeting co‘ 
the Oakland Rotary Club. 


George Vash, M.D., has closed his office 
in Lonaconing and is now a resident in 
internal medicine at Perry Point Veter- 
an’s Hospital. 


ANNE ARUNDEL COUNTY MEDICAL SOCIETY 


HE ANNE ARUNDEL County Medical Society 

met on March 16, 1960, at Carvel Hall. The 
meeting was preceded by a cocktail hour and din- 
ner, Thirty-five of the Society’s 85 members at- 
tended. 


Dr. McLaughlin, the newly elected 
president, presided. Barton Childs, M.D., 
of Johns Hopkins spoke on “Genetics and 


Samuel Borssuck, M.D. 


Journal Representative 


Medicine,” which program was followed 
by a business meeting. 


‘A discussion concerning the necessity and 
mechanics of setting up a system for emergency 
medical coverage on weekends and _ holidays 
ensued, and a committee was appointed to study 
the question and to make recommendations. The 
next regular meeting is scheduled for July. 








BALTIMORE CITY MEDICAL SOCIETY 


CONRAD ACTON, M.D. 


Journal Representative 





EAP YEAR is evidently on the side of the Balti- 
more City Medical Society. The jinx that 
operates to keep Boston speakers from their sched- 
uled appearances in Baltimore did its best, but 
the full force of the storm had been spent on 
March third, thus making our snowbound speak- 
er, Dr. McKittrick, only four hours late. Had it 
not been Leap Year, the jinx would probably 
have prevented his appearing at all. The night 
of March 4 was still a bad one after the pre- 
vious day’s heavy snow, but the approximately 50 
brave souls who made it to the meeting were re- 
warded by a stimulating session. 
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President Everett Diggs opened the 
meeting by announcing that Dr. Mc- 
Kittrick’s train was reported four hours 
late, but could be expected to arrive in 
an hour. In the meantime the meeting 
would progress. The lengthy minutes 0° 
the preceding meeting were read, sug- 
gesting in their detail the filibuste: 
mania in nearby Washington. 


Reports of the committees included one from 
the Constitution and Bylaws Committee makin: a 


few nominal grammatical changes and one sig?’ fi- 
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cant change specifying a quorum, The committee 
recommended that 50 active voting members in 
good standing be considered a quorum; however, 
in view of weather conditions such as prevailed 
the night of the meeting, it seems to me that 25 
should be ample. 


The treasurer’s revised estimated 
budget was presented as a routine mat- 
ter. Mark Ravitch, M.D., of City Hos- 
pitals, rose to challenge the figures since 
they did not show the estimated cost of 
an audit of Baltimore City Hospitals’ 
admission charges to private paying 
patients. He stated that the chairman of 
the committee, Ross Pierpont, M.D., was 
reported by the press as saying the Bal- 
‘cimore City Medical Society was under- 
writing the cost of such an audit. Mr. 
Harrison L. Winter, city solicitor, in the 
same newspaper article, was reported to 
estimate the audit to cost in the neigh- 
borhood of $2,200 plus stenographic fees. 
Dr. Ravitch did not see any such item 
included in Dr. Fisher’s budget. Presi- 
dent Diggs called on Dr. Whitehouse, 
who said that the Executive Board had 
authorized an expenditure of $300 for 
the committee’s work. (The committee 
had offered to defray the expenses from 
their own pockets.) Dr. Diggs observed 
that the figure of $300 was well under 
the budgeted item “reserve for miscel- 
laneous expenses.” He expressed regret 
at publication of a committee report be- 
fore it had been accepted by either the 
Executive Board or the Society as a 
whole. 


President Diggs announced the resignation of 
Herbert Wilgis, M.D., as president-elect, because 
of illness and consequent necessary reduction of 
his extracurricular activities. Dr. Wilgis, because 
of his interest, sincerity, and background, is a 
most suitable officer of the Society ; his loss will be 
greatly felt. A special meeting to elect a new 
president-elect will be held. President Diggs noted 
that the new occupational disease of presidents- 
elect, striking twice in a row, is most unfortunate. 


President Diggs called on Drs. Harvey 


. May, 1960 


Stone and Warde Allan, leaders in the 
medical education field, to initiate the 
scientific sessions. Dr. Stone expressed 
his long-standing interest in medical ed- 
ucation beyond the medical school, de- 
claring he was still concerned although 
no longer active. He contributed a val- 
uable historical perspective, relating that 
the first American graduate training pro- 
gram had been initiated by Dr. Halsted 
at Johns Hopkins; that the first non- 
teaching hospital to adopt a graduate 
training program was the Union Me- 
morial Hospital. The idea spread widely 
first to university hospitals, then to 
affiliated hospitals. Following the wide- 
spread popularity of postgraduate train- 
ing throughout American medical educa- 
tion, organized groups started to regulate 
the widely divergent programs that 
had evolved. Organized groups repre- 
senting the College of Surgeons, the 
American Medical Association, the 
American Hospital Association, and 
other specialty organizations often pro- 
duced overlapping jurisdiction and con- 
fusing conflict of authority. The multi- 
plicity of regulatory bodies, acting like 
absentee landlords, brought a high de- 
gree of dissatisfaction that “too much 
was enough” toward these “autocratic, 
self-appointed bodies.” They seemed to 
get away from the fundamental question, 
“Does the program help the patient?” 
the goal for which postgraduate educa- 
tion was started in the first place. Dr. 
Stone went on to speak of professional 
educators’ protesting “dilution of the 
training program by the necessity of 
rendering care to patients” as being 
much like the college football coach 
who resented studies as interfering with 
practice for Saturday football games. He 
cautioned against being annoyed too 
much by little irritations, using the par- 
able of the inebriate in the gutter who 
was covered by a swarm of locusts, 
which he didn’t mind at all until a bee 
came up and stung him; whereupon he 
rose indignantly and said, “Now, all of 
you get off.” 
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Dr. Warde Allan, a current member of the 
A.M.A. Council on Medical Education and Hos- 
pitals, in his opening remarks paid tribute to Dr. 
Stone’s earlier work on the Council, then spoke 
briefly on the make-up of these organizations: 
how they came to be formed, how the state dele- 
gates formed the House of Delegates of the 
A.M.A., which in turn elects its own officials, 
speaker, and Board of Trustees. On this founda- 
tion it then takes part in and forms various coun- 
cils and committees. A review of the personnel 
of the A.M.A. Council of Medical Education and 
Hospitals showed that two of the members are 
full-time teachers and the other eight are actively 
practicing physicians. The inclusion of the word 
hospitals in the title was necessary because of the 
A.M.A.’s concern with the interne year. 


Dr. Allen then discussed the make-up 
of the Committee on Residency Review 
in different specialties, including the one 
on Internal Medicine which had pro- 
voked so much local storm. He quoted 
from its approved report the committee’s 
aims and purposes, which stressed flexi- 
bility in application of the aims to local 
situations. He felt there was much loose 
thinking because of confusion in people’s 
minds between the Council on Medical 
Education and Hospitals and its func- 
tion and the Committee on Residency 
Review Training and its function. 


Dr. Alan M. Chesney, present at his first meet- 
ing with us since an accident to his shoulder last 
year, inquired about the selection of inspectors.who 
made the reports. Dr. Allan said one of the most 
difficult problems was to get qualified men with 
understanding and background to accept the posi- 
tion of inspector. He admitted some of them 
were rigid, and some of the reports did not fol- 
low the avowed aims of the committee. 


Amos Koontz, M.D., emphatically crit- 
icized the inspectors that the committee 
had been sending out, denouncing them 
as retired Army and Navy personnel who 
never had been in private practice and 
were delegated to judge private prac- 
titioners by military hospital standards. 
It was Past-President Koontz’s opinion 
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that paid ex-military inspectors, who 
just want to amplify their pensions, be 
abandoned and that volunteer civilian in- 
spectors be employed instead. He was 
certain there would be no lack of volun- 
teer civilians because of the common 
interest. Dr. Koontz also advocated sub- 
mission of inspection reports to local 
hospital committees for verification of 
the facts before forwarding them to the 
A.M.A. committee or council. 


Samuel Morrison, M.D., endorsed Dr. Stone’s 
historical background and emphatically agreed that 
nobody objects to the purposes of the Council, 
but he had 12 items of “irritating minutiae” re- 
lating to its application to the smaller hospitals. 
Among the 12 items were: the requirement that 
the visiting physician read and sign the often 
illegible charts prepared by the house staff; re- 
quired attendance at hospital staff meetings, which 
is impossible in the Baltimore environment, be- 
cause many physicians belong to more than one 
hospital staff (he cited his own loss of privileges 
for this reason after 20 years of devoted service) ; 
compulsory affiliation, which is unconscionable be- 
cause small hospitals are not in a position to com- 
pete with the teaching hospitals, and compulsory 
affiliation is tantamount to living in one hospital 
and working in another, thus preventing continu- 
ity of patient care; the inexcusably long delays 
occurring between the dates of inspection, report 
of survey, and the findings, as shown in accredita- 
tion status, which are demoralizing. He quoted an 
instance in which 12 months had elapsed between 
the date of the inspection and the result in terms 
of accreditation. He added that salary competi- 
tion among the smaller hospitals is irritating, not- 
ing that he had lost one interne because another 
hospital had offered $25 more a month; that the 
cost of the program to small hospitals, particu- 
larly when they had been ordered to do research 
and to write papers, was burdensome. He declared 
that the objectives of the A.M.A. council were 
shared by all, but that the requirements as stipu- 
lated to Baltimore’s smaller hospitals were “our of 
bounds.” 


Warde Allan, M.D., in reply to these discus- 
sions, re-directed attention to the confusion and 
loose thinking of many doctors between the com- 
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position, aims, and authority of the A.M.A. Coun- 
cil on Medical Education and Hospitals and the 
Joint Committee on Accreditation. He agreed that 
many of Dr. Morrison’s complaints were justified 
and well known and that steps were being taken. 


and asked the objecting physicians to 
make a clearcut statement what they 
think the residency program should con- 
sist of. 


Dr. Stone, welcoming this focus on the 
problems as brought up by Drs. Koontz 
and Morrison, again emphasized the dis- 
tinction to be made between the purpose 
of the A.M.A. Council and the Joint 
Committee on Accreditation. The diffi- 
culty, he reminded us, was not a local 
matter, but was widespread across the 


At this point the guest speaker, Leland S. 
McKittrick, M.D., chairman of the A.M.A. Coun- 
cil on Medical Education and Hospitals, arrived, 
escorted from his delayed train by George Yeager, 
M.D., chairman of the Program Committee. As 
he was briefly introduced by Dr. Warde Allan, 
it seemed appropriate that the great picture of 
Osler, uncovered for the evening, was hanging 
behind the guest speaker. 


country. He called on physicians con- 
cerned to direct their complaints to the 
responsible body, admitting the bodies 
are largely at fault. The principles 
should be firm, but their application 
should be flexible and sensible; it is the 
height of folly to set rigid rules to be 
applied everywhere. Dr. Stone was not 
optimistic about speedy redress of the 
wrongs mentioned, because some of the 
leaders in both bodies are “not of the type 
of mind which can be enlightened.” It 
would take the passage of time and prog- 
ress of individuals through such appoint- 
ments before much progress could be 
expected. He declared that physicians 
should read the records of their patients, 
but allowed that it would be a great mis- 
take not to stand up for one’s areas of 
responsibility to maintain control and 
direction. 


Howard Jones, M.D., chairman of the State 
Committee on Liaison, mentioned the problem 
faced by the committee, particularly in light of the 
recent Residency Review Committee on Internal 
Medicine. He found the examiner’s written re- 
quirements, submitted at the request of Baltimore 
physicians, to differ with that committee’s pub- 
lished rule; his committee is, at present, engaged 
in straightening out this problem. 


According to Palmer Futcher, M.D., 
“The problem fundamentally is educa- 


Dr. McKittrick, apparently refreshed 
and genial despite his delayed transit, 
announced his resolve never to go on a 
program again with Dr. Walter S. Wig- 
gens, of Chicago, secretary of the A.M.A. 
Council on Medical Education and Hos- 
pitals, because something always jinxed 
them. In this case, Chicago had had more 
snow than Boston and Dr. Wiggens had 
been unable to make any progress toward 
Baltimore. Speaking as a practicing sur- 
geon who has found education a fascinat- 
ing adjunct to his practice, he started 
with the assumption that there are, in es- 
sence, two types of physicians: those 
who are content with their graduate 
status, go into practice with no further 
effort to improve their knowledge or 
practice of medicine, and the other type 
of physician, who constantly strives to 
learn the newer approaches, techniques, 
and ideas and incorporate them into his 
practice. The program of the A.M.A. 
Council on Medical Education and Hos- 
pitals, which he represents, is aimed at 
the practicing physician who wants to 
better himself. This group, he pointed 
out, is far different in its postgraduate 
medical training problems from the cap- 
tive audience in graduate medical educa- 
tion, which is the province of the Joint 
Residency Review Committee. 


tion.” Dr. Futcher requested the mem- 
bers present to recall the times when the 
load was too heavy for the house staff 
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Various approaches to postgraduate medical 
education were considered. Reading is not enough. 
Everyone has to read, anyway, and Dr. McKit- 
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trick decried the abundance of articles and jour- 
nals published without sufficient foundation. Un- 
less one kept completely abreast of the literature, 
one could not judge the validity of the various 
authors or the authority with which they wrote. 
Reading is not enough. 


Attendance at medical meetings is 
stimulating. The speaker told how he 
was always thrilled to see people go to 
meetings, to see how they sat spellbound 
during the various lectures to learn of the 
newest advances, and declared that two 
days spent in earnest review of the scien- 
tific exhibits at the annual A.M.A. meet- 
ings was the most wonderful kind of 
postgraduate education. But few people 
could do this, and attendance at meet- 
ings is not enough. 


What is the answer? It is not easy. Among 
its components are: A. stimulate and maintain the 
desire of the practicing postgraduate physician to 
keep up to date; B. provide a fertile background 
for meetings and reading from which to draw 
material; C. encourage in postgraduate education 


audience participation such as he had observed 
in the meeting tonight; D. maintain a continuing 
program that shows realizable progression from 
month to month and year to year; E. make it 
readily available to practicing physicians with a 
minimum loss of time from active practice; F. 
make it a joint effort between the community 
physician and specialists from the teaching hos- 
pitals because of the experience gradient between 
them. Dr. McKittrick cited the example of a 
hospital group in Peterboro, Massachusetts and 
the rewarding experience to him, as a practicing 
physician, to attend their meetings. (It seems to 
reverse the reason for the attendance of the con- 
sultant. ) 


“It is not easy,” he emphasized; yet it 
must be faced and solved by the medical 
profession. At the outset it should ex- 
clude the practitioners who have no in- 
terest in improving themselves and must 
concentrate on those who are willing to 
work toward self-improvement. He ex- 
pressed his appreciation to the audience 
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for waiting for him and stressed again the 
necessary relationship of organized medi- 
cine to medical education at all levels, 
including approving medical schools and 
the various boards which must be cleared 
by his A.M.A. council. 


During the discussion, Alfred Blalock, M.I., 
authenticated Dr. McKittrick’s claim to maki 
a living as a practicing surgeon and put on tle 
record that he has trained as many excellei 
surgeons as anyone he knows. Dr. Blalock cau 
tioned that we must not try to do the whole jot 
ourselves ; that we must trust the future of Ame1 
can medical education to the splendid men, such 
as Drs. Stone, Allan, and McKittrick, who serve 
on the Council. As a representative of a large 
teaching hospital, he asked to make it quite clear 
that problems are not limited to smaller hospitals 
—all hospitals have headaches with regard to ar- 
ranging postgraduate education—and that even 
though such stipulations made by the committees 
and/or councils were worrisome, they must be 
endured, “They. won’t' be less in the future.” 


Dr. Middleton, surgical resident at St. 
Agnes Hospital, proffered the thought 
that, while most of the speakers of the 
evening dealt with generalities and 
principles, there might be a place for 
personal experience. Accordingly, he re- 
lated the details of his own experience on 
the surgical service at St. Agnes Hos- 
pital. At the close of his assistant resi- 
dency year he suddenly learned (after 
an eight-month interval) that accredita- 
tion had been taken away from the hos- 
pital. Rather than lose his temper and 
indulge in vilification, he examined ob- 
jectively the reasons for lost accredita- 
tion to see what was needed to regain it. 
The provision of ten beds, a stepped-up 
outpatient department, more formalized 
direct education in rounds and meetings, 
and: educational trips for the residents 
were all effected. Provisional accredita- 
tion was restored, and now the residency 
has full accreditation. He advised objec- 
tors, “We ought to examine ourselves first 
before squawking!”’ and declared the key 
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to successful resolution of similar dilem- 
mas is to secure a resident who is inter- 
ested, energetic, and can speak English. 


Dr. McKittrick responded that this personal 
experience report would be of value and was the 
type of thing needed. He assured the audience 
that never was there a group more concerned with 
the status of the resident than the A.M.A. Coun- 
cil on Medical Education and Hospitals. He 
avreed that sometimes the council could make no 
progress without being harsh, and they were 
hersh and strict because they could accomplish 
their objectives in no other way. 


With this practical expose the meeting 


adjourned and enjoyed doughnuts and cof- 
fee served by Walter and Ellen. 


Board on Tuesday, March 8, 1960, Presi- 
dent Diggs read a letter of resignation from 
Herbert Wilgis, M.D., as president-elect of the 
Baltimore City Society, in which he gave the 


\" THE REGULAR MEETING of the Executive 


recent development of a heart condition as cause 
for withdrawing from all extra-professional ac- 
tivities. He wrote that he was withdrawing with 
great regret and would have continuing interest 
in the welfare and development of the Society. 
The resignation was accepted with regret, and 
the nominating committee was instructed to find 
a suitable successor. 


John Eager Howard, M.D., advanced a 
theory regarding the postgraduate educa- 
tion snafu which seeming'y has developed, 
as shown by the outbreak of resolutions. 
The problem came to something of a head 
at the previous regular meeting of the 
Society, at which Dr. McKittrick spoke. 
Dr. Howard, in analyzing the causes of 
confusion between medical education on 
the one hand and training accreditation 
on the other, sai dthat contact with post- 
graduate education was like having a 
three-headed bull by the horns. Although 
its council and its committees are elected 
by the A.M.A. House of Delegates, they 
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become autonomous and responsible only 
to a secretary, which full-time secretary 
is, in turn, responsible to three or more 
separate organizations. He can make no 
move without first obtaining the consent 
of all these organizations. Correction of 
this matter, in which the Secretary would 
be responsible only to the House of Dele- 
gates, could, in Dr. Howard’s opinion, be 
expeced to expedite and improve the situ- 
ation. He passed this solution along to 
Dr. Morrison, our member on the Liaison 
Committee at the state level. 


Moses Paulson, M.D., reported for the Com- 
mittee on Constitution and Bylaws that a quorum 
of 50 members would be specified and presented. 
Question of differential in dues was brought up, 
and it was revealed that most people responsible 
for full and part-time medical teacher supervision 
agreed that there was no need, as far as earnings 
were concerned, for the full and part-time differ- 
ential. Fellows were earning as much as practi- 
tioners. No other state seemed to have a dues dif- 
ferential. 


Otto Phillips, M.D., chairman of the 
Anaesthesia Study Committee, presented 
to the Board a new problem. A well 
known “plaintiff’s lawyer” has been at- 
tending the meetings uninvited, presuma- 
bly to obtain data for later use in suits 
at law. The Executive Board unanimously 
voted that Dr. Phillips should restrict the 
attendance at his committee meetings to 
members of the medical profession or to 
guests with purely scientific interests sanc- 
tioned by the chairman. 


The role of our elected delegates to the state 
meeting came up for consideration, along with 
their liaison problems with the Executive Board. 
Whether there should be a “whip,” whether to 
recommend caucus and unit voting, and whether 
to follow voted expressions from Society meet- 
ings were discussed, but no definitive action was 
taken. 


A report was made that a nurse who last 
year had been reported for selling an al- 


267 





leged cancer cure was continuing her ac- 
tivity. The State’s Attorney’s office had 
said there was insufficient evidence for 
legal action. Now a tape recording of her 
sales pitch has been made and submitted 
to the State’s Attorney’s office for review. 


Russell Fisher, M.D., treasurer, raised a strong 
objection to individuals, resident and practicing in 
3altimore City, having membership in county 
societies. Active membership in county societies 
can only be by sanction of the City Society, Such 
a move, ostensibly to avoid dues differential, would 
work a hardship if carried to extreme, and he 
asked the City Society to adopt the policy of 
not approving such applications. 


Samuel Morrison, M.D., reported an- 
other incident of a chiropodist’s prescrib- 
ing internal medication, this time a steroid 


for foot pain. This was directed to be re- 
ferred to the State Board of Medical Ex- 
aminers to investigate whether it consti- 


tuted the practice of medicine without a 
license. 


The Committee to Investigate the Advisabilit. 
of Removing City Hospitals from the Jurisdictic 
of the Department of Welfare, Marius P. Joh: 
son, M.D., chairman, submitted an interim repo 
outlining the present status of the City Hospita's 
under the City Charter with the procedural dif 
culties of effecting any change. The report wis 
accepted and the committee instructed to continue 
the investigation and make a recommendaticn 
as to whether such a change would be worth- 
while from the medical point of view. 


Peter Safar, M.D., chairman of the Com- 
mittee on Resuscitation, submitted a pro- 
posed directive for all ambulance person- 
nel, which was considered an excellent 
document. Publication in the State Jour- 
nal was recommended, as was the making 
of copies available to interested indi- 
viduals. 
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BALTIMORE COUNTY MEDICAL ASSOCIATION 
WILLIAM H. F. WARTHEN, M.D. 


Journal Representative 








HE REGULAR MEETING of the Baltimore 
Pius Medical Association was held at 
1:00 P.M., Thursday, February 18, 1960 at the 
Penn Hotel, Towson, Maryland. President J. 
Morris Reese, M.D., presided. After luncheon, the 
minutes of the meeting of January 20, 1960 were 
approved as published. 


In regard to a request by Dr. McGarry, 
past president of the Dental Association, 
concerning compulsory membership in 
respective medical or dental associations 
aS a requisite to employment by the Bal- 
timore County Health Department, Dr. 
Reese reported that there is no rule gov- 
erning this, and, as far as can be deter- 


mined, every physician working for the 
Health Department is a member of the 
Baltimore County Medical Association. 


In reply to an inquiry from the League of 
Women Voters as to whether or not there is a 
Committee on Public Health in the Baltimore 
County Medical Association, Dr. Reese advised 
that the Association does have a Public Health 
Committee and requested the School Health Co- 
ordinating Council to assume the duties of a Pub- 
lic Health Committee. 


Lawrence S. Kubie, M.D., was voted 
into active membership. 











William Pillsbury, M.D., reported that recently 
the newspapers have been criticizing Dr. Reese 
for conducting private sessions of the Advisory 
Board of Health. He felt the members of the As- 
sociation should reaffirm their confidence in the 
members they have appointed to the Advisory 
Board. Dr. Pillsbury stated that nothing is being 
hidden, and the results of the sessions will be pub- 
lished. Dr. Strobel questioned whether or not it 
would be advisable to let the matter drop, hoping 
the press would forget the matter. Dr. Pillsbury 
stated that he felt it was something they would 
not drop, and the resolution was merely to show 
the confidence of the Association in the members 
of the Board. It was moved by Dr, Pillsbury, sec- 
onded by Dr. McWilliams, and carried that the 
following resolution be adopted: 

WHEREAS, the Advisory Board of 
Health of Baltimore County seeks to ad- 
vance the health of the people of Balti- 
more County, and 

WHEREAS, the Baltimore County 
Medical Association has selected two 
representatives to this Committee whom 
it deems completely qualified to give ad- 
vice on health matters, and 
WHEREAS, full and free discussion on 
each topic is necessary, and 
WHEREAS, such discussion publicly 


before a definite decision is reached is 
apt to be harmful to innocent persons and 
damaging to organizational morale, and 
WHEREAS, the Advisory Board of 
Health of Baltimore County has seen fit 
to prevent the above by executive ses- 
SIONS, 

NOW, THEREFORE, BE IT RE- 
SOLVED that the Baltimore County 
Medical Association does wholeheartedly 
endorse all actions of the Advisory Board 
of Health of Baltimore County with re- 
gard to executive sessions whenever it 
seems beneficial and advisable. 


John M. Rehberger, M.D., secretary- 
treasurer, advised that as of December 31, 
1959, Baltimore County had 158 members 
listed on file at the Medical and Chirurg- 
ical Faculty, and, thus, is entitled to four 
representatives to the House of Delegates. 


After the business meeting, the members en- 
joyed an address by I. Ridgeway Trimble, M.D., 
chairman of the Committee on National Emer- 
gency Medical Service of the Medical and Chirur- 
gical Faculty, and Mr. Sherley Ewing, director of 
the Maryland Civil Defense Agency. A civil de- 
fense film was also shown. 





MONTGOMERY COUNTY MEDICAL SOCIETY 


CHARLES FARWELL, M.D. 


Journal Representative 








HARLES J. SAVARESE, JR., M.D., director of 

Suburban Hospital Poison Control Center, 
made a statement before the U. S. Senate Com- 
mittee on Interstate and Foreign Commerce at a 
public hearing, in which he emphasized the na- 
tional need for a fair and standard labeling law 
for household products, so labels will make clear 
the poisonous chemicals. 


Carolyn S. Pincock, M.D., was honored 
by a two-page salutation in our Medical 


Bulletin. 
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Thomas L. Koury, M.D., spoke to the Mont- 
gomery County Nurses Association on the “Fun- 
damentals of Plastic and Reconstructive Sur- 


gery.” 


Robert M. Greenberg, M.D., spoke t« 
the Ladies’ Auxiliary of the Harold Elli: 
Greenberg Post No. 652, Jewish War Vet- 
erans, on the topic of “Family Relation. 
ship.” 


“Some Observations on Infant Mortality” wis 
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the talk given by Robert T. Cutting, M.D., at our 
scientific meeting. 


Suburban Hospital is justifiably proud to 
be the first hospital in Maryland to re- 
ceive the certificate of accreditation from 


the American Association of Blood Banks. 
Accreditation is based on intensive and 
extensive inspection of all phases in man- 
agement of transfusions within the hos- 
pital. 


FREDERICK COUNTY MEDICAL SOCIETY 


L. R. SCHOOLMAN, M.D. 


Journal Representative 


HE REGULAR Marcu meeting of the Society 
j= held at the Francis Scott Key Hotel on 
the sixteenth. Speaker for the evening was Wil- 
li.m F. Rienhoff, Jr., M.D., who spoke on “Thy- 
rcid Tumors.” As every Maryland physician 
krows, Dr. Rienhoff’s experience in thyroid sur- 
gery is unrivaled. His talk, given with his usual 
conviction, was informative and well received. 


WICOMICO COUNTY MEDICAL 
SOCIETY 


GLADYS ALLEN, M.D. 
Journal Representative 


County Medical Society, the guest speaker 
was Fred R. McCrumb, M.D., associate professor 
of medicine at the University of Maryland, who 
discussed virus diseases endemic to the Eastern 
Shore. 


\ THE MARCH MEETING of the Wicomico 


During the business meeting, S. H. Hur- 
dle, M.D., public health officer for Wicom- 
ico County, presented for approval a plan 
for a local blood bank system, similar to 
that now functioning in Delaware. It 
would be sponsored by the Lions Club of 
Salisbury as a civic project and would 
make blood more readily available to more 
people. 


The Society also approved the help Dr. Robert 
P. Varley, pastor of St. Peter’s Episcopal Church, 
has given the medical profession through the 
marriage counseling service and endorsed a plan 
for the Mental Health Association of Maryland 
to take over and expand this work with Dr. Var- 
ley’s help. 
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The society welcomed a new member, 
Thurman Mott, M.D. Dr. Mott, a psy- 
chiatrist trained at Menninger’s Clinic, 
came to Frederick in December, 1959. 
Admitted to associate membership was 
Adel Abdullah, M.D., a neurosurgeon 
from Hagerstown. 


Portfolio requests to Eddie Jacobs, itd., 
Charles and Redwood Sts., Baltimore 2, Md. 
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Library 


Louise D. C. King, Librarian 


“Books shall be thy companions; bookcases and shelves, 
thy pleasure-nooks and gardens.” Jbn Tibbon 


JOURNALS 


A selected list of those currently received. 


Please bear in mind we will be very happy to obtain anything not in our Library 
from other sources. Keep this list as a guide only. 


(Continued from April) 

Journal of the National Cancer Institute 
Journal of the National Medical Association 
Journal of the Oklahoma State Medical Association 
Journal of the Omaha Mid-West Clinical Society 
Journal of the Royal Institute of Public Health and 

Hygiene 
Journal of the Tennessee State Medical Association 
Journal of Thoracic Surgery 
Journal of Tropical Medicine and Hygiene 
Journal of Urology 
Lahey Clinic Bulletin (Bost.) 
Lancet 
Laryngoscope 
MD 


Maryland State Medical Journal 

Medical Annals of the District of Columbia 
Medical Arts and Sciences 

Medical Clinics of North America 

Medical Economies 

Medical Journal of Australia 

Medical Radiography and Photography 
Medical Times 

Medicine 

Mental Hygiene 

Metabolism 

Minnesota Medicine 

Mississippi Doctor 

Mississippi Valley Medical Journal 
Missouri Medicine 

Modern Concepts of Cardiovascular Disease 
Modern Hospital National Board Examiner 
Nebraska State Medical Journal 

Neurology 

New England Journal of Medicine 
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New Physician 

New York Medicine 

New York State Journal of Medicine 

North Carolina Medical Journal 

Northwest Medicine 

Obstetrical and Gynecological 
Survey 

Obstetrics and Gynecology 

Ohio State Medical Journal 

Oral Surgery, Oral Medicine and Oral Pathology 

Orthopedics 

Pediatrics 

Pediatric Clinics of North America 

Pennsylvania Medical Journal 

Pharmacological Reviews 

Physiological Reviews 

Plastic and Reconstructive Surgery 

Portland Clinic Bulletin (Portland, Ore.) 

Postgraduate Medicine 

Practitioner 

Proceedings of the Institute of Medicine of Chicago 

Proceedings of the Royal Society of Medicine 

Proceedings of the Society for Experimental Biol- 
ogy and Medicine 

Proceedings of the Staff Meetings of the Mayo 
Clinic 

Psychosomatic Medicine 

Public Health Reports 

Quarterly Journal of Medicine 

Radiology 

Rhode Island Medical Journal 

Rocky Mountain Medical Journal 

Science 

Sea View Hospital Bulletin (Staten Island, N. Y.' 

South Dakota Journal of Medicine and Surgery 

Southern Medical Journal 


MaryYLAND STATE MeEpicaL JOURNAL 





ran TfClCUMOfOlC Tf lC TF lOO 


at |. ath ein. a 








Southwestern Medicine 

Stanford Medical Bulletin 

Surgery 

Surgery, Gynecology and Obstetrics 
Surgical Clinics of North America 
Surgical Forum 

Texas Reports on Biology and Medicine 
Texas State Journal of Medicine 

Thorax 


Transactions of the Ophthalmological Society of the 
United Kingdom 


Transactions and Studies of the College of Physi- 
cians of Philadelphia 


U. S. Armed Forces Medical Journal 
Urological Survey 

Virginia Medical Monthly 

Virology 

West Virginia Medical Journal 


Western Journal of Surgery, Obstetrics and Gyne- 
cology 


Wisconsin Medical Journal 
World Medical Journal 
Yale Journal of Biology and Medicine 


Do you have any suggestions for additions to this 
list. Drop us a postal. 


KEEP THIS NUMBER FOR FUTURE 
REFERENCE 














When it's HOT outside 


It's COOL in your Library. 


now air conditioned for 


your comfort. 
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Report of the President 


Maryland Medical Service, 


Inc. 


John E. Savage, M.D. 


SUBSTANTIAL INCREASE in every phase of its 
A operations was the pattern for Maryland 
Blue Shield in 1959. Significant gains in member- 
ship and larger amounts paid out for medical care, 
coupled with a new high in the number of claims 
paid, contributed to a notable year in the history 
of our prepayment program for the people of 
Maryland. 

During the year total membership under the 
various programs of Maryland Blue Shield rose 
by 68,936, a 13.3 per cent increase, compared with 
6.8 per cent the year before. Total membership, 
as of December 31, 1959, was 585,282, of which 
403,785 were enrolled in the Plan A program; 
56,741 in Plan B; and 124,756 under the “Steel” 
program. It is significant to note that while the 
Plan A and “Steel” programs showed relatively 
little increase, the membership under Plan B in- 
creased from 16,004 to 56,741, or by 255 per cent. 
Much of this increase represented a shift of sub- 
scribers from Plan A to the higher level Plan B 
program. At the end of 1959, Plan B membership 
stood at 12.3 per cent of total enrollment under 
the two standard programs, compared with 4.5 per 
cent this time last year. At year’s end, total Blue 
Shield membership was 58.2 per cent of that of 
its companion Blue Cross Plan, up from 50.7 per 
cent at the beginning of the year. 

In 1959 a grand total of 168,401 Blue Shield 
services were provided to subscribers under all 
programs, contrasted with 136,690 in 1958, up by 
23.2 per cent. Translating this into dollars, Blue 


Presented at the Annual Meeting of Maryland Medical 
Service, Inc., February 24, 1960. 
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Shield paid $7,115,446 in benefits for its membe-s 
during the year just past against $5,817,718 in 
1958, an increase of 22.4 per cent. A total of 111,- 
600 subscribers received benefits under all Blue 
Shield programs during the year, a 22.9 per ceut 
increase from the 90,847 in 1958. 

From the Treasurer’s report to follow, you will 
see that the Plan sustained a loss from operations 
during the year. This was expected, since it was 
apparent relatively early in the year that the rates 
for Plan A were becoming increasingly inadequate 
to support benefit payments and would undoubted- 
ly require withdrawals from the Plan’s contin- 
gency reserves. Realizing that a reasonable delay 
in filing for increased rates would not jeopardize 
the solvency of the Plan, it was decided that it 
would be highly desirable to first reach a final deci- 
sion regarding coverage of diagnostic services pro- 
vided to other than hospital inpatients, so that all 
filings could be better coordinated. 

As Plan A experience was the key factor in the 
financial phase of the year’s total operations, a 
brief analysis of utilization under that program 
is necessary. Let me give you some of the more re- 
vealing figures which make up this utilization pic- 
ture. During the year, 110,848 covered services 
were provided to Plan A subscribers, an increase 
of 16.2 per cent over the previous year. These fig- 
ures achieve their greatest significance when re- 
lated to the total number of contracts outstanding. 
To bring this out most clearly the following brief 
table shows the average number of services pro- 
vided for each 1,000 contracts during the years 
1957, 1958 and 1959. Also shown is the percent- 
age of increase over the previous year. 

Thus, we see that there has been a steady in- 
crease in all categories of services, with the largest 
upswing being in those services provided on an 
office or outpatient basis. It is also extremely s'g- 
nificant that the overall 16 per cent increase in 
utilization was sustained with only a 0.6 per cent 
increase in enrollment under this Plan A progra'n. 

Again in 1959, Blue Shield continued to act as 
fiscal agent for the Medicare program in Mary- 
land. The operations of this program will be fu'ly 
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discussed in a report to the Medical and Chirur- 
gical Faculty by Dr. Wilson L. Grubb, chairman 
of the Society’s Medicare Medical Advisory Com- 
miitee. In summary, however, the Blue Shield por- 
tion of the Medicare operation involved 3,121 pay- 
ments to Maryland physicians, amounting to a to- 
tal of S276 311 for which the Plan was reimbursed 
by the Federal Government. 

During the latter part of the year, those physi- 
cian members of the Board of Trustees appointed 
by the Council of the Medical and Chirurgical 
Faculty were invited to attend meetings with the 
Executive Committee of the Council. This arrange- 
ment should be mutually beneficial, and it is my 
hope that even closer liaison will continue in the 
future. 

During 1959, Blue Shield increased substantially 
its activity in the field of professional relations. 
Through the media of personal calls at physicians’ 
offices and meetings for their office assistants, well 
over 700 different physicians’ offices throughout 
the state were visited by Plan representatives, and 
approximately 300 office assistants attended reg- 
ularly scheduled meetings arranged by the Plan. 
In addition, Plan personnel were afforded the op- 
portunity to participate in an excellent physicians’ 
office assistants training seminar, arranged by the 
Medical and Chirurgical Faculty, in October. A 
“Physicians Newsletter,” which summarizes infor- 
mation of general interest to physicians and their 
office staffs, was put into regular circulation dur- 
ing the year. At the end of the year there were 
just over 2,700 Maryland physicians participating 
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in our Blue Shield Plan, representing about 95 per 
cent of the actively practicing physicians in the 
state. There were 2,498 Maryland physicians par- 
ticipating at the end of 1958. 

I would like to take this opportunity to extend 
our special thanks to Mr. F. Harold Loweree, a 
member of the Board of Trustees, who has found 
it necessary to resign for personal reasons. His 
wise counsel and unselfish expenditure of time 
have aided all of us immeasurably. To Dr. Alfred 
T. Nelson and Dr. John Mace, whose terms of 
office have expired, we also express our deep ap- 
preciation. In their place we welcome Dr. C. Rod- 
ney-Layton and Dr. Arthur Woodward, who have 
been appointed to the Board of Trustees by the 
Council of the Medical and Chirurgical Faculty. 
Our sincere thanks are extended to the members 
of the Board of Trustees, the Medical Relations 
Committee, and Reference and Appeals Commit- 
tee, who contributed so willingly their time and 
experience during the year. Dr. Karl F. Mech, our 
medical director, and Dr. John M. Scott, the As- 
sistant Medical Director, have been extremely help- 
ful in the many medical phases of the operations 
of the Plan. To the excellent staff at Plan head- 
quarters, headed by Mr. Dabney and Mr. Kelly, go 
our appreciation for a job well done. 

We look forward with confidence to continued 
service to the community, with the assurance that 
hard work and intelligent planning, in cooperation 
with the medical profession, will result in an even 
more effective program for the people of Mary- 
land as time goes on. 
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ISTOPLASMOSIS IS sometimes an acute, but 


more often a subacute or chronic infectious 
disease, caused by the fungus Histoplasma cap- 
sulatum. It is today probably one of the least 
diagnosed of the commonly occurring infectious 
diseases. The increased use of antibiotics is chang- 
ing the disease from a clinically benign one to a 
clinically not-so-benign one since the antibiotics 
not only fail to inhibit, but actually enhance the 
growth of the fungus. The geographical reported 
incidence of the disease is directly proportional 
to the physician’s index of suspicion. One third of 
these cases have been in children. 

During the past five years, we have had 16 ac- 
tive cases of histoplasmosis admitted to the pedia- 
tric service at the Easton Memorial Hospital. 
Eleven of these were referred by their family 
physician as a diagnostic problem, and eleven were 
females. There was only one Negro child. The 
ages ranged from four months to 14 years, the 
mean age being seven years. All patients had some 
fever and all complained of malaise; ten had 
weight loss. Eight complained chiefly of fever, five 
of coughs, and one each of weight loss, fatigue, 
and chest pain. Two of the older children com- 
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plained of chest pain, and one had hiccoughs. All 
but one were given antibiotics, without effect, be- 
fore being admitted to the hospital. Cough was a 
frequent symptom; one half of the cases had a 
cough and pulmonary rales, and two boys had 
such'severe paroxysms of cough at night that their 
parents feared for their lives. 

iAll patients had negative O.T. (1:1000) and 
positive histoplasmin tests. Seven were tested with 
coccidioidin and found negative. 

The x-ray was positive in all, varying from 
pneumonitis to many shotty calcifications. 

Only one of the patients had the acute dissemi- 
nated form of the disease. She was a four-month- 
old white twin, who was admitted with fever, 
hepatosplenomegaly, cough, pulmonary rales, and 
anemia. She was treated at the Harriet Lane Home 
with Amphotericin B intravenously and has ap- 
parently recovered. The other 15 patients had the 
so-called symptomatic benign type of infection, 
but neither their family doctor nor the parents 
would describe their illness as benign. 

If you haven’t seen an active case of hist: - 
plasmosis this year, it is only because you haven t 
looked for it. 
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th Faculty members attending the AMA meeting in Miami June 13-17. The Shore 





ne lowing information: name or names, number of persons, type of reservation, rate 


on, Mrs. Keeler or Mr. Irish, Reservations for any other accommodations in Miami 


pts 


to- 





Club, while not a new plush hotel, is within walking distance of Convention Hall. 


Rates are from $10 to $12. 


your request to 1211 Cathedral Street, Baltimore 1, Maryland, and include the fol- 


desired, time of arrival and time of departure ; or call LExington 9-0872 and ask for 


must be made through AMA Convention Service. 


ROOM RESERVATIONS AVAILABLE FOR AMA MEETING 


Fifty twin-bedded rooms at the Shore Club Hotel have been set aside for 


Reservations for this hotel should be made through the Faculty office. Address 
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SOCIETY OF PAAHOLOGISTS INC. 


Louis B. THomas, M.D., President Epwarp C, McGarry, M.D., Secretary 
Suburban Hospital, Bethesda, Md. 











A New Test of Thyroid Gland Function: 
The Tri-iodo-thyronine Test or T-3 Test 


SATISFACTORY NEW METHOD of estimating thyroid gland function, known as 
A the “T-3 red cell uptake” test, was reported by Hamolsky three years ago. 
(1) It is accurate even when exogenous iodine containing compounds are being 
given the patient. The test is useful, therefore, when the patient is under treatment 
with iodine compounds. (2) It does not require a basal metabolic state nor does 
it require the administration of radioactive substances to the patient. The presence 
and the cooperation of the patient, therefore, are not required. (3) It is equal in 
accuracy to any of the other currently employed tests of thyroid function, includ- 
ing serum cholesterol, basal metabolic rate, protein bound iodine, butanol extract- 
able iodine, and radioactive iodine (1-131) uptake. 

Thyroid hormone transport forms the basis of the test : 

1. Thyroxine (tetra-iodo-thyronine) is transported principally in the inter- 
alpha fraction of the globulins which are commonly referred to as the “TBG” 
or thyroxine-binding-globulin of the serum proteins. It is transported to a lesser 
degree in the albumin fraction and on the erythrocytes. 


2. Thyroxine (tetra-iodo-thyronine) competes with the hormone tri-iodo- 
thyronine for attachment to the thyroid binding globulin. None of the tri-iodo- 
thyronine attaches to the globulin until all of the thyroxine available is bound to 
the globulin. 

3. Once the TBG is saturated with thyroxine or tri-iodo-thyronine, the excess 
hormone will then, and only then, attach to the erythrocytes. 

These reactions occur in vitro as well as in vivo. 

This knowledge of thyroid hormone transport is put to use in the T-3 test 
as outlined below : : 


1. A venous blood sample is withdrawn into an anticoagulant. 

2. The blood is mixed with tri-iodo-thyronine labelled with radioactive iodine 
(1-131). This mixture is incubated for two hours at body temperature in a shaker. 

3. The plasma is removed by centrifugation. 

4. The remaining erythrocyte mass is examined for the amount of radioactivity 
it has picked up, a reflection of the amount of tri-iodo-thyronine adherence. 

5. The results are corrected for the hematocrit of the blood sample, and the 
per cent of uptake is computed. 

The interpretation of the T-3 test is based on the findings that normal males 
show an erythrocyte uptake of from 12 to 19 per cent; while the range for normal 
females is from 11 to 17 per cent. The higher the value of the erythrocyte uptake, 
the more active the thyroid gland, and conversely, the lower the values, the less 
active is the thyroid gland. 

This test is a simple, rapid and useful adjunct in the diagnosis of malfunc- 
tion as well as in the evaluation of therapy in thyroid disease. 
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Dr. John A. Skladowsky Retires 


oHN A. SkLapowsky, M.D., district health 
J officer of the Southeastern Health District, 
retired from the City Health Department staff on 
‘pril 1. He joined the City Health Department 
cn December 30, 1919 and was with us continu- 
cusly since that time, first as a part-time health 
cfficer until October 23, 1935, and since then as 
« full time district health officer. On August 16, 
1937, when the Southeastern Health District was 
opened, he assumed its administration and has 
directed the public health services for more than 
147,000 residents in that section of the city. 

Dr. Skladowsky’s work in the district was to 
represent the Commissioner of Health in the pro- 
motion of health, the prevention of disease, and 
the general care for the well being of the people 
in the area; this, through maternity, child, school, 
and dental hygiene services and in the control of 
tuberculosis and other communicable diseases by 
means of various clinics, the school health serv- 
ice, and the investigation of communicable dis- 
eases. 

In addition to his administrative duties, Dr. 
Skladowsky was a school physician in more than 
half of the 27 elementary public and parochial 
schools in the district. He conducted two inocu- 
lation clinics each week for the protection of chil- 
dren against smallpox, diphtheria, whooping 
cough, tetanus and poliomyelitis. Public health 
education was an integral part of his work 
through talks, lectures and demonstrations for 
school teachers and children, Parent-Teacher As- 
sociations, civic organizations, medical students, 
and student nurses. He also participated actively 
as district health deputy for the eastern and south- 
eastern civil defense districts in the Baltimore 
City civil defense program. 

As a loyal member of the East Baltimore Medi- 
cal Society, Dr. Skladowsky performed a unique 
service in enhancing the relations between the 
City Health Department and the physicians prac- 
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ticing in the Southeastern Health District. Month 
by month he was host at the society’s meetings 
held in the health district building, and he served 
his medical colleagues as a consultant on public 
health and related matters. 

Dr. Skladowsky has made special efforts to co- 
operate with the people of the community through 
association with the eastern, Canton area and 
southeastern community councils, Parent-Teacher 
Associations, the Baltimore Council of Social 
Agencies, and the Southeastern Council of Commu- 
nity Services. He was instrumental in improving 
and increasing the public health facilities offered 
the residents of the district. The first, on March 
10, 1953, was the removal of the original South- 
eastern Health District offices and clinics from the 
old school building at 901 S. Kenwood Avenue 
to the new building at 3411 Bank Street. The sec- 
ond was the increase in the number of well baby 
and school hygiene clinics and other public health 
facilities in the district; and the third was the 
establishment of two inoculation clinics conducted 
each week at 3411 Bank Street and 1411 Gough 
Street. 

Besides his membership in the East Baltimore 
Medical Society, Dr. Skladowsky is a member of 
the American Public Health Association. He grad- 
uated from the Baltimore City College in 1908 
and from the University of Maryland School of 
Medicine in 1912. After a year as assistant resi- 
dent physician at the Baltimore City Hospitals, 
he entered private practice. In World War I he 
was commissioned First Lieutenant in the Medical 
Corps of the U. S. Army. His retirement is a real 
loss to the City Health Department and his kindly 
helpfulness will be greatly missed. 


Hcg oom Wiliassse., NP 
Commisstoner of Health 
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Students’ Weekend With Scientists 
f gen Heart Association of Maryland is 


sponsoring the third consecutive annual 
“Weekend With Scientists,” to be held June 17, 
18, and 19 at the University of Maryland’s Col- 
lege Park campus. Fifty high school boys from 
Baltimore City and various counties throughout 
the state will attend these sessions. Students se- 
lected are those who have demonstrated interest 
and aptitude in scientific subjects. A group of ten 
prominent physicians, cardiologists, and non-medi- 
cal scientists serve as an informal faculty. The 
purpose of the “Weekend With Scientists” is to 
stimulate and encourage students’ interest in sci- 
entific or medical careers. This program was ini- 
tiated three years ago under the aegis of the 
Professional Education Committee and was so 
well received by the participating students that it 
has been continued annually. 


AHA Annual Meeting And Scientific 
Sessions Scheduled For October 
21-25 In St. Louis 


HE AMERICAN Heart Association’s 1960 
bene meeting and scientific sessions will 
be held in St. Louis, October 21-25. The thirty- 
third scientific sessions are scheduled from Friday, 
October 21 through Sunday, October 23 in Kiel 
Auditorium. June 1 has been set as the deadline 
for submission of abstracts of papers to be pre- 
sented at the scientific sessions and for space ap- 
plications for scientific exhibits. Papers intended 
for presentation must be based on original in- 
vestigations in or related to the cardiovascular 
field. 
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Physician's Guide On Congenital Defects 


HE AMERICAN Heart Association’s booklet 
ax the practicing physician on evaluation 
and management of congenital cardiac defects has 
been revised and is available from the Maryland 
Heart Association and the American Heart Asso- 
ciation. Now titled “Evaluation and Management 
of Congenital Cardiac Defects,” it was formerly 
called, “Congenital Cardiac Defects, a Physician’s 
Guide for Evaluation and Management.” 

Intended to. help the physician determine when 
referral to a cardiologist is required, the 32-page 
booklet has been substantially revised and ex- 
panded to keep pace with the rapid advance in 
surgical treatment of congenital heart defects. In 
addition, a new section has been added on Cardiac 
Defects Amenable to Surgery. 


New Booklet On Inborn Heart Defects 
Published As Guide to Parents 


NEW BOOKLET, “If Your Child Has a Con- 
A genital Heart Defect,” suitable for distribu 
tion by physicians to parents of patients with 
operable cardiac defects, has been published by 
the American Heart Association and its affiliates. 
The 48-page, illustrated volume is designed to pre 
pare parents for the events that may follow 
preliminary diagnosis of congenital heart diseas~ 
in their child, including additional diagnostic tests, 
hospitalization, surgery, convalescence at home, 
and the transition to normal living. 

Pointing out that recent advances in diagnosis 
and surgery make possible successful operation; 
on inborn heart conditions once considered hope- 
less, the booklet provides explanations and dia- 
grams of some of the more common defects whic 1 
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may be completely or partially corrected by sur- 
gery. It also describes sources of community help 
in obtaining medical and surgical care for con- 
genital heart patients. It is obtainable from the 
Heart Association of Maryland or from the 
American Heart Association, 44 East 23rd Street, 
New York 10, N. Y. 


Coronary Atherosclerosis 


r HE AMERICAN Heart Association’s book- 
4. let, “Heart Disease Caused by Coronary 


A herosclerosis,” designed for distribution by 
physicians to their heart patients, has been com- 
pletely revised to bring the text and illustration 
miterial up to date. Contents include a discussion 
oi heart attacks and the process of recovery, an 
explanation of the nature and treatment of angina 
pectoris, and a description of the atherosclerotic 
process. Copies may be obtained from the Heart 
Association of Maryland or the American Heart 
Association. 


MEDICARE PROGRAM 


A review of fees payable for maternity 
care under the Medicare Program has been 
completed. The Medical Advisory Commit- 
tee for the Medicare Program, with the 
Office of the Surgeon General of the Army 
in accord, has recommended the following 
change, effective May 1, 1960: 


Fee for delivery and postpartum 
care in hospital ..............$90.00 


Separate fee for postpartum check 
(SR WHEE) ow. cece cca wes see 


This provides for a total of $20.00 for 
postpartum care, in place of the former 
$10.00. 


May, 1960 

















THE MARYLAND ACADEMY 
OF GENERAL PRACTICE 


(A constituent chapter of the American Academy of General Practice) 


President: 

Water A. ANDERSON, M.D. 
Baltimore, Md. 

Vice Presidents: 


Westminster, Md. 
Pacp C, Jett, M.D. 
Prince Frederick, Md. 
Mr. J. NELSON McKay 
Baltimore, Md. 


Treasurer: 


Harry L. Knipp, M.D. 
4116 Edmondson Avenue 
Baltimore 29, Md. 


DoNALD F. BarTLey, M.D. Secretary: 
Easton, Md. 

President-elect : 
ANDREW C. MITCHELL, M.D. Baltimore 5, Md. 
Grorce A. MovuLTon, Jk., M.D. Salisbury, Md. 


CuaRezs P. Crimr, M.D. 
2722 E. Monument Street 


Secretary: 
Mr. Witiiam J. WIscoTT 
3722 E. Greenmount Ave. 
Baltimore 18, Md. 


Acceptance Speech Of John C. Ely, M.D. To The 
Presidency Of The Washington Academy Of 


General 


or, I am mindful of many things. Foremost 
among these is the constant, continual change that 
is going on in our country today. We are all 
aware, to a variable degree, of the changes that 
are taking place and that have already taken place 
in various parts of the world, in Russia, in China, 
in England, and in New Zealand, but I wonder 
just how cognizant we are of the changes that 
have taken place in our own country in the past 
couple of decades. Are we aware, for example, 
that in 1948, 6.4 per cent of total physicians’ fees 
were paid by some sort of third party and that 
in 1957, 30.8 per cent of these fees were paid by 
some sort of third party, a fivefold increase. 

Are we aware that recently, in Canton, Ohio, 
the federal government seized the assets of a re- 
ligious sect and had an auctioneer sell the live 
stock, because the members of this sect refused to 
pay the Old Age and Survivors Insurance System 
levies? This levy, the members said, is against 
their religion. The records in the two counties 
where the federal government seized 28 head of 
livestock and the cash assets of 50 members of 
this sect show that no member of the sect had ever 
sought public assistance of any kind. 

Are we aware that farmers are fined for grow- 
ing wheat without a government say-so simply 
because other farmers want it that way in their 
quest for security? Are we aware that Congress 
has permitted the labor law to be so written that 
men can be forced to join a labor union in order 
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Practice 


to hold a job? Are we aware that all this directly 
affects us? What have we as family physicians 
to do with a religious group, with a labor union, 
with farmers? These people are large and impor- 
tant segments of our present day society. As they 
are forced into areas beyond their control and 
desire, so are we, as members of organized medi- 
cine, a not very closely knit group and a not very 
vocal group, apt to be forced into situations we 
do not desire simply because we are not aware 
or because, even being aware, we are too busy 
to do anything about minor infringements until 
they become major and irreversible. Which of us, 
being physicians, would advise a patient to ignore 
a minor complaint until it became an inoperable 
carcinoma ; yet how many of us, being Americans 
in complete control of our own government, ig- 
nore the minor symptoms of infringement until 
they become inoperable and irreversible controls 
and regulations that strangle and stifle our initia- 
tive and freedom until eventually the type, amount 
and extent of medical care is ordained by bureau- 
cratic edict. 

In its last fiscal year, the United Mine Workers 
Welfare and Retirement Fund figures it saved 
$1.4 million in its payment for medical and hos- 
pital care. It loudly and publicly stated that ‘his 
saving was a direct result of the institution of 
a closed panel system which denied almost 100.00 
mine workers the right to name their own physi- 
cian. It did not state why, when during this s ime 
period, the beneficiaries dropped 10 per cent, ‘his 
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$1.4 million represented only 2.4 per cent of the 
fund outlay, and hospital days dropped only 1 per 
cent. 

This is one outstanding example of why we, as 
physicians, should be concerned with the plight 
of religious groups, labor unions and farmers. 
All more or less unified segments of our society 
who now find themselves at the mercy of the very 
laws and regulations they were too busy to oppose 
or that they thought would be beneficial to the 
security of their group. 

\s one man’s freedom is lost, freedom for ALL 
men is diminished. Abject and unreasoning con- 
fornity is the first symptom of mediocrity and 
evintual decay. Someone has said that he who 


dares to stick his head above the flowing tide of 
mediocrity is sure to have something thrown at 
it. I say that only by engaging the fire of our 
enemy can we estimate his strength and his posi- 
tion, and therefore, with your help, encourage- 
ment, and backing, I will do my best to keep the 
head of Washington Academy of General Practice 
above the tide of mediocrity, continually breathing 
the pure air of personal and collective freedom 
which has provided the best medical care for the 
most people in the history of the human race. 

It is with this certain dedication and with a deep 
and abiding humbleness that I accept the respon- 
sibility and honor you have bestowed upon me. 


~ 
vw 





FELLOWSHIPS FOR STUDY OF ARTHRITIS AND RELATED DISEASES 


THE ARTHRITIS AND RHEUMATISM 
FOUNDATION is offering predoctoral, post- 
doctoral, and senior investigatorship awards in the 
fundamental sciences related to arthritis for work 
beginning July 1, 1960. These awards are intended 
as fellowships to advance the training of young 
men and women of promise for an investigative 
or teaching career. They are not in the nature of 
a grant-in-aid in support of a research project. 

A sum of $500 will be paid to cover the labora- 
tory expenses of each Postdoctoral Fellow. An 
equal sum will be paid to cover either the tuition 
expenses or laboratory expenses of each Predoc- 
toral Fellow. In the case of Senior Investigators, 
instead of $500, an additional 10 per cent of the 
stipend will go to the institution to be applied to 
annuity programs, laboratory expenses, travel, 
etc. 

For further information and application forms, 
address the Medical Director, Arthritis and Rheu- 
matism Foundation, 10 Columbus Circle, New 
York 19, N. Y. 


Deadline for applications is October 31, 1960 


THE NATIONAL FOUNDATION §an- 
nounces the availability of fellowships for clinical 
Study in arthritis and related diseases for physi- 
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cians who intend to apply their knowledge of rheu- 
matic diseases to clinical service, teaching, or re- 
search. Applicants must be United States citizens, 
licensed to practice medicine in the United States, 
or eligible for licensure, and have at least two 
years of specialty training acceptable to the appro- 
priate American Board (or equivalent training). 

Financial support for the Fellow is $4,500.00 
a year with $540.00 allowed annually for each 
dependent. Annual increases of $480.00 are ordi- 
narily granted. Under unusual circumstances high- 
er stipends may be permitted. For a full academic 
program, complete tuition and fees are paid; for 
other programs, a sum not to exceed $1,250.00 in- 
cluding tuition may be arranged. Fellowships are 
awarded for a minimum of one year but may be 
renewed upon approval by The National Founda- 
tion’s Clinical Fellowship Committee. 

For further information, write to: Division of 
Scholarships and Fellowships, Department of Pro- 
fessional Education, The National Foundation, 800 
Second Avenue, New York 17, New York. 


Applications must be received by August 1 
for consideration approximately November 1, 
1960, and by November 1 for consideration 
approximately February 1, 1961. 





The American Medical Association 


AMA COPES WITH "COPE" FALSEHOODS 


ECENTLY, THE AFL-CIO’s Committee on Political Education (COPE) made 
R certain allegations against the American Medical Association. This action 
compels the AMA to reply, because such scurrilous allegations demand a forth- 
right answer. 

The reason for COPE’s charges is the AMA’s opposition to HR 4700, 86th 
Congress, known as the Forand Bill. When the AMA opposes any legislative 
health medicine, it does so because its members believe that it would lead to poorer, 
not better, health care for the people of this country. 

‘While it is labor’s right to support or oppose the collective judgment of medi- 
cine, it is not labor’s right to attack the medical profession or any other group 
with the ugly weapons of falsehood. 

The allegations are false. The facts given here will make this plain: 


COPE ALLEGATION THE FACTS 

1. “A generation ago the AMA The AMA has fought for TB control 
opposed the requirement that all since 1899. Its most recent action was in 
cases of tuberculosis be reported to 1944, when a‘ resolution on TB control 
public authority—the foundation for was passed by the Association’s House of 
all TB control methods.” Delegates “to extend . . . continuous su- 
pervision of TB... in cooperation with 
duly constituted health authorities, Fed- 
eral, State and local.’”” AMA has never 
opposed reporting of TB cases to a public 

authority. 

The allegation is false. 


COPE ALLEGATION THE FACTS 
2. “The AMA opposed the Na- AMA was in sympathy with purposes 
tional Tuberculosis Act a week be- of the National Tuberculosis Act and said 
fore Congress passed it unani- so. Objection to the bill was: (1) money 
mously.” could not be appropriated or expended 
for the purposes of the legislation without 
the approval of the Federal Security 
Agency ; (2) AMA believed the objectives 
of the legislation could be achieved in 
direct aid to needy communities under the 
Lanham Act. 
This is deliberate distortion of truth. 


COPE ALLEGATION THE FACTS 
3. “AMA fought compulsory vac- AMA has fought smallpox since 1863, 
cination for smallpox.” when it appointed a Committee on Com- 
pulsory Vaccination “to educate the pub- 
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COPE ALLEGATION 
4. “The AMA attacked provi- 
sions for immunization against diph- 
theria and other preventive measures 
against contagious diseases by pub- 
lic health agencies.” 


COPE ALLEGATION 
5. “The AMA opposed the first 
bills to grant Federal aid to the 
states to reduce infant and maternal 
deaths.” 


COPE ALLEGATION 
6. “The AMA opposed the Social 
Security Act passed in 1935.” 
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lic on the necessity . . . of universal vac- 
cination.” In 1899, AMA’s House of 
Delegates resolved that it was the physi- 
cian’s duty “to institute measures looking 
to vaccination of every person living with- 
in the limits of the country” and urging 
local boards of health to adopt laws re- 
quiring compulsory vaccination for small- 
pox. 
The allegation is false. 


THE FACTS 

AMA has cooperated with public health 
agencies in the prevention of contagious 
diseases for more than 80 years. As far 
back as 1875, AMA urged the establish- 
ment of boards of health in those states 
where none existed. In 1884, AMA rec- 
ommended that Congress appropriate 
money for the prosecution of scientific 
research relating to the cause and preven- 
tion of infectious diseases to be expended 
under the National Board of Health. In 
1950 AMA’s House of Delegates report- 
ed, “The basic services of departments of 
health should be . . . in fields of vital sta- 
tistics, public health education, environ- 


mental sanitation, public health laboratory 
services, prevention of disease and con- 
trol of communicable diseases, such as the 
diseases of childhood, venereal diseases 
and tuberculosis.” 

The allegation is false. 


THE FACTS 

The AMA has long favored maternal 
and infant welfare programs, but felt 
they would be most effective if each state 
were free to set up its own plan in co- 
operation with the U. S. Public Health 
Service . . . that any legislation involving 
cooperation between the Federal Govern- 
ment and the separate States should be 
jointly administered by the U. S. Public 
Health Service and the State health au- 
thorities. 

The truth is distorted. 


THE FACTS 
As originally drafted, this measure 
dealt with unemployment, old age security, 





COPE ALLEGATION 
7. “In 1939, in behalf of the 
AMA Board of Trustees, Dr. Mor- 
ris Fishbein condemned old age and 
unemployment insurance as a ‘defi- 
nite step to either communism or 
totalitarianism.’ ” 


COPE ALLEGATION 
8. “The AMA opposed the crea- 


tion of public venereal disease 
clinics.” 


COPE ALLEGATION 
9. “The AMA opposed the crea- 
tion of free diagnostic centers for 
tuberculosis and cancer.” 


security for children, and extension of 
public health. Mention was also made of 
national health insurance. This section 
was deleted when the bill was redrafted. 
The AMA testified only on the section 
of the Social Security Act dealing with 
the extension of public health services. 
Dr. Bierring testified that AMA felt that 
the bill should be supported and that it 
would be under good supervision under 
the expert guidance of the U. S. Public 
Health Services. 
The allegation is false. 


THE FACTS 

This statement represented Dr. Fish- 
bein as editor of the AMA Journal, with 
his right to free editorial comment. His 
views did not constitute the official view- 
point of AMA, which did not oppose old 
age and unemployment provisions of the 
Social Security Act. 


THE FACTS 

Since its founding, AMA has fought 
venereal disease. It has called upon its 
doctor members to cooperate with the 
U. S. Public Health Service for better 
control of this disease. AMA has also 
approved the treatment of not only in- 
digents in public health units, but for non- 
indigents where private treatment is not 
available. 

The allegation is totally unfounded. 


THE FACTS 

In 1948, the House of Delegates ap- 
proved a resolution authorizing the As- 
sociation to cooperate with the American 
Cancer Society and other agencies en- 
gaged in cancer detection. AMA has also 
approved the diagnosis of tuberculosis by 
public centers for indigent patients. 
Where treatment is not available for non- 
indigent patients, AMA approved treat- 
ment at public health clinics. AMA has 
been cooperating with cancer fighting 
groups since 1913. 

The allegation is without foundation. 
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COPE ALLEGATION 
10. “The AMA fought the Amer- 
ican Red Cross plan to set up a 
nation-wide reserve of civilian blood 
banks.” 


COPE ALLEGATION 

11. “The AMA opposed Federal 
aid to medical education even after 
AMA representatives had testified 
before Congress that the medical 
schools were in dire financial emer- 
gency and that there was a serious 
shortage of doctors in the U. S. Or- 
ganized medicine’s stand was direct- 
ed contrary to the stand of the na- 
tion’s medical school deans, the 
American Hospital Association, the 
American Dental Association, the 
armed services and a large number 
of the country’s public health ad- 
ministrators.” 


COPE ALLEGATION 
12. “The AMA attacked volun- 
tary health insurance plans as ‘so- 
cialism, communism inciting to revo- 
lution.” (Ho Hum) The AMA dis- 
missed Blue Cross as a ‘half-baked’ 
scheme.” 
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THE FACTS 

AMA approved the Red Cross plan in 
principle shortly after it was announced, 
but with the understanding that it should 
be maintained on a community level. In 
1949, the AMA accepted a report from 
its committee on blood banks that there 
was urgent need for a national blood pro- 
gram and that the Red Cross was the 
logical agency to assume the responsibil- 
ity. The AMA has continually and con- 
sistently supported the Red Cross. 

The allegation is false. 


THE FACTS 

In 1949, AMA stated that for some 
schools to secure funds to maintain their 
standard of training, it might be neces- 
sary to accept Federal funds. The AMA 
made it clear that it would prefer to see 
support come from private philanthropy 
or local public funds. Federal aid, AMA 
said, should be a last resort. If it became 
necessary, it should be accompanied by 
some assurance of freedom from political 
control and regulation. AMA opposed 
S. 1433, 81st Congress, because the bill 
did not make this guarantee of freedom. 
In 1951, AMA endorsed the principle of 
one-time grants in aid on a matching 
basis, using the Hill-Burton Act formula 
. . . provided those grants were used for 
equipment, renovation of the school’s 
physical plants, and for operational ex- 
penses or salaries. AMA has opposed 
measures which deviate from AMA’s rec- 
ommended approach. 
The allegation is a distortion of the truth. 


THE FACTS 

If these quotes were made, the AMA is 
unable to find them. The AMA has never 
opposed the development of voluntary 
sickness insurance plans as they exist to- 
day. The first plans, initiated in the 1930’s, 
were quite different from contemporary 
voluntary sickness insurance plans ; how- 
ever, the AMA has continuously encour- 
aged the development of voluntary plans 
along a sound financial and medical care 
basis. As early as 1934, AMA drew up 





a set of principles to guide in the develop- 
ment of these plans. In 1938, the AMA 
gave its wholehearted approval to volun- 
tary health insurance as a means to meet 
the costs of medical and hospital care. 


COPE ALLEGATION THE FACTS 

13. “The AMA opposed school Presumably, the reference is to testi- 
health service legislation.” mony before the 8lst Congress on two 
specific bills. The AMA spokesman said, 

on these measures, that the Association 

was in full agreement with the general 

purpose and considered it so worthwhile 

that the AMA would not oppose the meas- 

ure if it did not feel that the bills, as then 

drafted, would fail to accomplish their 


purpose. 


COPE ALLEGATION THE FACTS 
14. “The AMA fought Federal AMA supported Federal aid to public 
aid to public health units.” health units in testimony before commit- 
tees in 1948, 1949, 1951 .. . “We, the 
AMA, have long believed that the exist- 
ence of public health units is basic to the 
maintenance of and improvement of the 


health of our people. Recognition of this 
conviction was reflected in action taken by 
AMA as early as 1883, when a report was 
made on a survey conducted to ascertain 
what states and counties had health de- 
partments at that time.” 


COPE ALLEGATION THE FACTS 

15. “The AMA blasted a Defense — AMA testified on a bill at the time of 
Department request to Congress to the Korean War to provide hospitalization 
give Government medical care to and medical care to the dependents of 
dependents of men in the armed men in the armed services. Nowhere does 
forces, with particular reference to that testimony include the quote used by 
the men then fighting in Korea as COPE. AMA gave seven reasons why 
‘impractical’ and harmful to Na- the bill in its present form would not 
tional Defense.” be as effective as Congress hoped. Among 
other things, AMA said, “If it is the pur- 
pose of Congress . . . and we think the 
purpose ts a perfectly proper one... to 
provide medical and hospital care for de- 
pendents of enlisted service personnel, 
it can be provided more readily, more 
cheaply, and more effectively through ex- 

isting civilian facilities.” 
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Dr. Coggins, 


Laurel Sanitarium 


Celebrate 55 Years 


In this age of concentration upon the care 
and treatment of the geriatric patient, let us 
pay tribute to Jesse C. Coggins, M.D., who 55 
years ago founded The Laurel Sanitarium, 


; . This photograph is of a painted portrait of Dr. Coggins, which 
Laurel, Maryland, and has been its medical 


has recently been presented by Mrs. Coggins to the Medical 
and Chirurgical Faculty. (Photo by Udel Bros.) 


director ever since. His kindly way of helping 
others to help themselves has been a reward- 
ing service to his fellowman. 

Born July 8, 1874, in Baltimore, to Martha 
Denny and Charles A. Coggins, he was edu- 
cated in public schools and graduated from 
the Baltimore College of Physicians and Sur- 
geons in 1896. He served on the staff of Spring 
Grove State Hospital for nine years, gaining 
valuable knowledge in his experiences with 
patients and their families. 

In 1905, in partnership with Dr. Cornelius 
DeWeese (deceased 1934), he established The 
Laurel Sanitarium on 163 acres of rolling land 
purchased from Stephen Gambrill, who had 
been president of the Chesapeake and Ohio 
Canal. Expansion has progressed steadily, 
and, at present, 90 private women patients, 
two full-time physicians, and 42 employees are 
housed in the four main buildings and five 
cottages. All main buildings are equipped 
throughout with automatic sprinkler system. 

The Sanitarium is licensed by the Board of 
Mental Hygiene and Public Health for the 
State of Maryland and meets all requirements 
for the care and treatment of ambulatory and 
bed patients. Three registered nurses super- 
vise the practical staff and the patients’ ac- 
tivities. 

Dr. Coggins’ many years of activity and vast 
experience in the Sanitarium duly qualify him 
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as advisor and counsel to the staff and to 
members of the patients’ families. He com- 
mands respect of all personnel, patients, and 
friends. 


Each guest occupies a private room. Many 
have personal furnishings and mementoes of 
their families, which add a homelike atmos- 
phere to their surroundings. Families and re- 
sponsible friends are encouraged to visit often 
and to take the patient out to lunch, shopping, 
or, occasionally, on week-end visits. Such ex- 
cursions add spice and variety to the conver- 
sations and serve the primary purpose of avoid- 
ing in the patient a feeling of permanent con- 
finement to one place. This idea is in keeping 
with the newest concepts of geriatric care and 
rehabilitation. Patients are kept active and 
interested in various activities as much as pos- 
sible; however, when they do become ill, the 
latest methods of treatment, including drug 
therapy and nursing techniques, are available. 

Dr. Coggins is a life member of the Amer- 
ican Medical Association and the American 
Psychiatric Society and a 50-year member of 
the Medical and Chirurgical Faculty. We con- 
gratulate him on his fifty-fifth anniversary and 
wish him many more years of service in his 
chosen profession. 
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HERE IS, AS YET, no cure for multiple scle- 
Bape What can be done for these hospital- 
ized patients beyond observing the ups and downs 
of the illness and prescribing canes, braces, and 
wheelchairs as they become necessary? The Mul- 
tiple Sclerosis Chnic of the Johns Hopkins Hos- 
pital, sponsored and financed by the Maryland 
Chapter of the Multiple Sclerosis Society has been 
trying to find an answer to this question. 

Its first effort was to meei the patients’ needs 
for understanding and companionship in an at- 
mosphere of emotional acceptance. Under the 
guidance of a psychiatrist, a group of six patients 
meet weekly to discuss problems of mutual con- 
cern. What they talk about doesn’t really matter ; 
the important thing is that the isolated and em- 
bittered people have a chance to talk about their 
feelings with others in the same circumstance, 
who can’t be accused of not knowing how it feels 
to be disabled. 

In the nine months of the group’s existence, its 
members have had a chance to learn much about 
their illness, about themselves and about each 
other. They have learned that all their personal 
quirks can’t be explained away by their illness 
and that they are each different, even though they 
have the same disease. A patient will often accept 
an explanation more readily from another patient 
than he will from a doctor, and personality 
changes for many people occur more easily and 
quickly in a group than in individual therapy. 

The patients in the group look forward to the 
weekly sessions and come regularly, overcoming 
the difficulties in doing such things as dressing and 
getting out of the house and into a cab or sta- 
tion wagon. 

The hoped-for results have come about. A pa- 
tient who formerly viewed taking to a wheelchair 
as a symbol of deterioration and defeat was en- 
abled to understand, with the help of others in 
wheelchairs, that a chair can be a way to conserve 
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strength, to move about more easily, to be more 
independent. The patient group has become easie1 
to live with; their husbands and wives have told 
us that they are better able to deal with their 
frustrations. The spouses have even asked that « 
group be organized for them, to help them meet 
the problems of living with and caring for the 
patients; they now have their discussion group 
at the same time that the patients are having 
physical therapy in the warm water pool at Chil- 
dren’s Hospital. 

Swimming is an excellent exercise for anyone 
whose muscles have been weakened; for the wa- 
ter makes the body buoyant, and warm water 
relaxes tensed muscles. There were two sessions 
in the fall, which were stopped during the winter. 
New attacks of multiple sclerosis are often 
brought about by colds and other infections, and 
it would be risky to let patients come out of the 
tropical warmth of the pool into a cold winter 
evening. The husbands and wives group and the 
swimming has begun again. For the first two 
sessions, only two patients and their families at- 
tended, but the group is expected to increase. 

Both patients and their spouses have a chance, 
in the group meetings, to discuss with the doctor 
the facts about diagnosis, to gain greater insight 
into the nature of the illness, and to find comfort 
in knowing that the illness, while not curable, 
is not unique and is understood. 

Thanks to the efforts of the Johns Hopkins 
University YMCA, on Homewood campus, a se- 
lected group of patients have had the opportunity 
to be visited by Hopkins undergraduate students. 
who take the patient for an auto ride, play check- 
ers or just chat. The students have offered thei! 
friendship to several disabled patients. Their visits 
have brightened the day and set apart one day « 
week as a “special day.” Several patients hav« 
formed deep attachments to their visiting friend 
which have been equally meaningful to the young 
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men bent on careers in helping others, such as 
the ministry and medicine. 

Several other groups have volunteered their 
services to these patient groups. The Red Cross 
has provided transportation ; Johns Hopkins stu- 
dent nurses have voluntarily assisted in the swim- 
ming program; even the psychiatrist leading the 
group is a volunteer with a special interest in 
multiple sclerosis. 


By organizing a meaningful program for a 
group of isolated patients and by bringing to- 
gether several community agencies on behalf of 
the patients, the patients have become more socia- 
ble and happier individuals. To increase the pro- 
gram to make it capable of serving a larger group 
of patients, the hospital depends upon the finan- 
cial contribution of the Multiple Sclerosis Society. 


Book Reviews 





Evaluation of the Pelvis in Obstetrics, ed. 2, Charles 
M. Steer, M.D., Philadelphia, W. B. Saunders Com- 
pany, 1959. 

Cephalopelvic disproportion is the chief problem faced 
by the obstetrician at the time of delivery. More than a 
quarter of a century ago, Dr. Howard Moloy began to 
study this problem, and upon his death the author com- 
pleted the studies and presents in this book what is now 
known about the pelvis in obstetrics. It is not a substi- 
tute for a standard text in obstetrics, but is designed to 
help the physician choose the proper method of delivery 
in the individual case. 


Synopsis of Treatment of Anorectal Disease, Stuart 
T. Ross, M.D., St. Louis, The C. V. Mosby Company, 
1959. 

A streamlined presentation of anorectal diseases is 
packed into this manual, with each subject detailed in 
systematic order and stripped of theories, discussions and 
bibliographies. Essentials of diagnosis and treatment of 
all the anorectal diseases are included, as well as a con- 
cise anatomical description of anorectal structure and 
brief treatment of common symptoms and methods of 
taking a proctologic history and performing a proctologic 
examination. Methods described are those which the 
author has found effective; he has eliminated methods 
found generally ineffective, even though traditional. 


Metabolic Care of the Surgical Patient, Francis D. 
Moore, M.D., Philadelphia, W. B. Saunders Company, 
1959. 

The responsibility of a surgeon does not stop with 
surgical treatment of a patient’s condition, but requires 
the doctor’s attention to the welfare of the whole patient. 
This volume covers most metabolic situations encoun- 
tered on a general surgical service, as seen in urology, 
orthopedics and neurosurgery. The book is divided into 
six parts, each with its own table of contents, systematic 
discussion, notes from literature, illustrations, clinical 
procedure, summaries and case records. Only areas in 
which the author or his co-workers has had direct ex- 
perience are included. 
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The Life Extension Foundation Guide to Better 
Health, Harry J. Johnson, M.D., Englewood Cliffs, 
N. J., Prentice-Hall, Inc., 1959. 

Promoton of “a sense of well-being” is the goal of this 
book, written in layman’s language. Each chapter is a 
guidepost along the way toward achievement of the goal. 
Basically and clearly discussed are such health problems 
as sleep, fatigue, tensions, food, vitamins, drugs, alcohol, 
smoking, exercise, and the heart and blood, with com- 
mon-sense rules to follow in connection with each. Dr. 
Johnson is president of the Life Extension Foundation, 
an organization for the advancement of preventive medi- 
cine. 


Synopsis of Gynecology, ed. 5, Robert J. Crossen, 
M.D., Daniel W. Beacham, M.D. and Woodward D. 
Beacham, M.D., St. Louis, The C. V. Mosby Com- 
pany, 1959. 

Intended primarily for students who need a general, 
rather than detailed, knowledge of gynecology, this synop- 
sis is a pocket-sized and handy reference. Departing from 
former editions, Dr. Crossen enlisted the help of two co- 
authors, whose additions and revisions have given this 
fifth edition a fresh point of view. A chapter of endo- 
metriosis and another on pregnancy complications have 
been added, a dozen chapters have been completely re- 
written, and others have been revised, reorganized and 
brought up to date. 


Symposium on Glaucoma, William B. Clark, editor, 
St. Louis, The C. V. Mosby Company, 1959. 

In this volume are the proceedings of the Sixth Annual 
Session of the New Orleans Academy of Ophthalmology, 
which focused its discussions on the many aspects of the 
disease and management of glaucoma. All of the contrib- 
utors are practicing ophthalmologists, as well as research- 
ists and teachers. Concluding the formal presentations is 
a section of informal comments, experiences, and ques- 
tions and answers brought out during the round table dis- 
cussions. 


291 





OBITUARIES 


GEORGE S. INGALLS, M.D. 

Death came on March 26 to George Sam Ingalls, M.D., age 47, 
a well-known Baltimore psychoanalyst. 

Born and educated in Oklahoma, Dr. Ingalls earned his medica 
degree at the University of Oklahoma Medical School. He did post 
graduate work in psychiatry in Boston, Cincinnati, and Baltimore. He 
was a Master of Science in Psychiatry from the University of Cincin 
nati. 

During World War II, Lt. Col. Ingalls served as an Army psychi 
atrist. 

Among his professional associations were the American Psychiatric 
Association, the American Psychoanalytic Association, the Baltimore 
Psychoanalytic Society, and the Baltimore Foundation for Psychoanal- 
ysis. 

Dr. Ingalls is survived by his wife, Mrs. Louise Larue Tarlton In- 
galls, and three children. 


W. J. RYSANEK, M.D. 

On March 28, William J. Rysanek, Sr., M. D., died at the age of 
76 after a short illness. He had practiced medicine in Baltimore for 55 
years. 

Dr. Rysanek was a graduate of the Maryland Medical College in 
1905. He was on the staffs of Franklin Square, St. Joseph's, and Church 
Home Hospitals and maintained a general practice at his home, 801 
North Kenwood Avenue. In 1955 he was commended by Mayor Thomas 
D'Alesandro and Commissioner of Health Huntington Williams, M.D. 
for his ‘'splendid life of unselfish devotion to the many unfortunate 
persons who have come under your care during these many years.’ 

Mrs. Victoria Rochlitz Rysanek, his wife, is among Dr. Rysanek's 
survivors. Others include his four children, four grandchildren, and a 
sister. Two of his sons, Emil J. and William J., Jr., are Baltimore City 
physicians. 


KARL H. TANNENBAUM, M.D. 


Karl H. Tannenbaum, M.D., age 67, died suddenly December 23, 
1959, from myocardial infarction. He and his wife, the former Edna 
McAbee, of Lime Kiln, Maryland, had journeyed to Chicago that day 
to visit former colleagues and friends. 

Dr. Tannenbaum, a native of Chicago, graduated from The Johis 
Hopkins Medical School in 1919. He interned at the Church Hore 
Infirmary and the old Union Protestant Infirmary Hospital, before r.- 
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turning to Chicago to practice general medicine and surgery. In 1928 
he spent a year at the Brady Clinic at Johns Hopkins, studying urologi- 
ical surgery under Dr. Hugh Young. At this time he met and married 
Miss Edna McAbee, R.N. On his return to Chicago, Dr. Tannenbaum 
practiced general and urological surgery at St. Luke's Hospital. 

In 1954, weary of the pressures of too active a practice, he retired 
to Frederick to be in the locality of his wife's family. The lure of medi- 
cine proved too strong, however, and he opened an office at East 
Second Street, where he worked leisurely and well. 

During the five years he was our colleague, we grew to value his 
judgment as a physician and his worth as a man. LR. 


FREDERICK H. VINUP, M.D. 

Frederick H. Vinup, M.D. died January 3 at 74 years of age. He 
is survived by his wife, Mrs. Ottlie Heil Vinup, and two married daugh- 
ters. 

A graduate of the University of Maryland School of Medicine, 
Dr. Vinup retired in 1958 from bis post as medical director of the 


Monumental Life Insurance Company, concluding 34 years with that 


company. He had been active in the Maryland National Guard and 
eventually became commanding officer of the 104th Medical Regiment. 

During his earlier years of practice, Dr. Vinup had served as presi- 
dent of the Board of Police Examiners, as a city health officer, and 
member of the Board of Welfare. 





GUSTAV H. WOLTERECK, M.D. 

A Baltimore pediatrician, Gustav H. Woltereck, M.D., age 77, 
died on January 22, 1960. He was a graduate of the Johns Hopkins 
University and Medical School. 

Dr. Woltereck was formerly assistant physician at the Maryland 
Penitentiary and clinical physician for the Baby's Milk Fund. He had 
been medical director of the Family and Children's Society for 35 years. 

Dr. Woltereck is survived by his wife, Mrs. Helen Black Woltereck, 
a son, and four grandchildren. 
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Board of Medical Examiners 


Reregistration of Physicians Possessing 


Maryland Medical License 


HIRTY-NINE STATES require reregistration of physicians. Maryland joined 

their ranks when the last legislature passed the Reregistration Law, which 
amends the Law Regulating the Practice of Medicine in Maryland. This law was 
signed by Governor Tawes and becomes effective June 1, 1960. 

All physicians who possess a license to practice medicine and surgery in Mary- 
land who have not received a registration application from the Board of Medical 
Examiners of Maryland by September 1, 1960, should notify the office immedi- 
ately. This includes those physicians living out of state who possess a Maryland 
license to practice medicine and surgery and who wish to keep their Maryland 
medical license active. 


A BILL 
ENTITLED 


AN ACT to add a new Section to Article 43 of the Annotated Code of Mary- 
land (1957 Ed.), title “Health,” subtitle “Practitioners of Medicine,” said new 
Section to follow immediately after Section 129 of said Article and to be known 
as Section 129A, requiring persons holding licenses to practice medicine and surg- 
ery to register triennially and providing fee and penalty. 

SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF 
MARYLAND, That a new Section 129A be and the same is hereby added to 
Article 43 of the Annotated Code of Maryland (1957 Ed.), title “Health,” subs 
title “Practitioners of Medicine,” to follow immediately after Section 129, and 
to read as follows: 

129A. Every person holding a license to practice medicine and surgery in 
Maryland shall triennially, before the 1st day of October, 1960, and every three 
years thereafter, register his name, license number, the school of medicine of which 
he is a graduate, year of graduation, his office address, telephone number, and 
state whether he is in active practice, on a form furnished by the Board of Medi- 
cal Examiners; and he shall pay a fee of Five Dollars ($5.00) for such registra- 
tion. A certificate of registration shall be issued by the Board triennially to each 
person registering as herein required. Any person failing to register in accordance 
with the requirements of this section shall be guilty of a misdemeanor and, upon 
conviction, shall be fined not more than Twenty-five Dollars ($25.00). 

Sec. 2. AND BE IT FURTHER ENACTED, That this Act shall take effect 
June 1, 1960. 


Frank K. Morris, M.D., Secretary 
Board of Medical Examiners of Maryland 
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Mrs. William S. Stone, the 
new president of the Wom- 
an's Auxiliary to the Medical 
and Chirurgical Faculty of 
Maryland, has been a mem- 
ber and committee chairman 
of the Baltimore City Wom- 
an's Auxiliary for the past 
five years. She was born in 
Nashville, Tennessee, and is 
a graduate of the Peabody 
School and Vanderbilt Uni- 
versity. She received her pre- 
medical degree at the latter 
institution. She married Dr. 
Stone while he was a student 
at the University of Louisville 
School of Medicine, and for 
25 years after his gradua- 
tion, they traveled widely 
while he served in the Medi- 


cal Corps of the United 


States Army. The Stones 
moved to Baltimore in 1954 
and have two sons, Wiliam, 
who is in his second year of 
medical school, and Robert, 
who plans to enter medical 
school upon his graduation 
from college. 
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WOULD LIKE to take a few minutes today to re-evaluate the purpose and mean- 
I ing of this auxiliary. The word auxiliary means aid, support, or arm, and, as 
such, our existence is possible only because our husbands are or were members of 
the Medical and Chirurgical Faculty of Maryland. We have a great responsibility 
in aiding them. 

Our own standing committees, which are patterned after those of our own 
National Auxiliary—whose President we are honored to have with us today—are 
the paths through which we can best help our doctors while they help the sick. Our 
recruitment and loan funds aré designed to assure them of a continual flow of nurses, 
technicians, and medical students ; our civil defense program is to educate the public 
on the best possible self-protection in the event of disaster and to help decrease the 
load on the doctors, By disseminating information on safety in the home and on 
the highway, we can prevent many needless accidents. Our contributions to the 
American Fund for Medical Education are of untold value to our medical schools 
in providing money for research and equipment. In our work on legislation, we 
have a tremendous responsibility to present the doctors’ beliefs to the community 
and to the local and national legislative bodies. Maryland has a potential of 6400 
doctor-wife votes, which can be very effective if used in concerted action. Although 
our committees have various names, arid I have named only a few of them, they have 
one aim: better health. Be humble as you work toward this goal, because you, too, 
will benefit by making this a better world in which to live. 


I urge you to work diligently for the things that we as an auxiliary stand for 
and believe in; be the doctors’ ambassadors; present your views to your neigh- 
bors and friends at your school, club, civic, and hospital auxiliary meetings. You are 
working with these groups, not in competition. While it is good to belong to other 
organizations, you must remember that we were all wives first and mothers later ; 
we are busy with our children’s activities during their growing years, but we face 
the time when we will be just husband and wife together. It will be a much hap- 
pier time if we keep up with his interests. __ 

I am only your representative ; it is you who will do the work. Much has been 
accomplished in the past 11 years, but there is still much to do. By working to- 
gether we will be known as a group who were never in the thick of thin things. 
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BALTIMORE CITY’S COMMITTEE ON 
MOTION PICTURES 


The Committee on Motion Pictures is a service 
organ of the Auxiliary. There are three educa- 
‘ional films available, without charge, to schools, 
\ospitals, civic groups or any organization inter- 
vsted in recruiting young people for future careers. 
(he films are 16mm, in color, with sound track, 

nd run twenty minutes. 

“The Girl With The Lamp” is based on the 

udies, duties and general life of the student 
urse while in training. There were 15 requests 
illed ; two more are tentative, subject to confirma- 

on of dates. After a successful response in a 
Yew Jersey hospital last year, the film was shown 
again this year and was received with considerable 
enthusiasm, as demonstrated by the following re- 
mark: “The response to the viewing of the film 
was enthusiastic and the students appeared to be 
stimulated by the potentials expressed in the nar- 
‘ation of the education of student nurses.” 

Another favorable comment came from the 
Audubon Public Schools in New Jersey: “The 
film was very interesting and many questions were 
asked following the showing.” 

One of our local schools asked for someone to 
act as commentator on the film and also partici- 
pate in a question-answer period. This request was 
referred to the Nurse Recruitment Committee. 

In the 1959-1960 period, “The Girl With The 
Lamp” was sent to schools and hospitals in Mary- 
land, New Jersey, Pennsylvania, Tennessee, Ver- 
mont and Virginia. 


The film, ““Career—Medical Technology” is de- 
signed to recruit young people into careers of 
registered medical technologists. It is about the 
training of “health teams” who work with doctors. 
This film is recommended to be shown to science 
students in time for them to elect the required 
high school courses. We filled 10 requests, four 
of which were from our local high schools. The 
others came from schools and hospitals in Cam- 
bridge, Frederick, Hagerstown, Perryville and 
Pylesville (all in Maryland). A letter from the 
North Harford High School in Pylesville brought 
this comment: 

“Approximately 150 ninth grade pupils saw and 
enjoyed the film. It presents clearly the work of 
the medical technologist in a way which appeals 
to young people. I think it has definitely stimu- 
lated interest in the profession.” 

The third film, “The Human Cell and The 
Cytotechnologist” was sent to Reisterstown and 
three local institutions. This film depicts the study 
of cancer detection and the role of the cytotech- 
nologist in that program. 

Altogether there were 31 requests for the edu- 
cational films, an increase of 7 over last year. It 
is apparent that through this service the Auxiliary 
plays an active part in the fulfillment of a need 
in any community that wishes to contribute to 
the future of its young people. 

Mrs. H. Melvin Radman, Chairman 
Committee on Motion Pictures 





ing, Huntington, West Virginia. 





The Section of Ophthalmology and Otolaryngology of the Southern Medical 
Association is now accepting papers by physicians of either specialty living in the 
area of the Southern Medica! Association to be considered for presentation at the 


annual meeting in St. Louis, Missouri, October 31 to November 3, 1960. 


The paper or an abstract of the paper should be sent as soon as possible to the 
secretary, Albert C. Esposito, M.D., Suite 1212, First Huntington National Bank Build- 








May, 1960 





A.M.A. Woman's Auxiliary Plans 37th 


Annual Convention 


ORE THAN 3,000 physicians’ wives will at- 
M tend the 1960 meeting of the Woman’s 
Auxiliary, which is being held in conjunction with 
the American Medical Association annual meet- 
ing, June 13-17 at Miami Beach. Auxiliary head- 
quarters will be the Hotel Deauville. 

The convention will formally convene Monday 
morning, June 13, with reports of officers and 
chairmen, election of the 1961 nominating com- 
mittee, and the memorial service for the deceased 
members of the Auxiliary. The opening will be 
preceded by committee meetings on Saturday and 
Sunday, June 11-12. 

The annual tea and fashion show honoring the 
president, Mrs. Frank Gastineau of Indianapolis, 
and the president-elect, Mrs. William Mackersie 
of Detroit, will be held Monday afternoon. On 
Tuesday afternoon a special water safety program 
will be conducted at the hotel pool under the 
auspices of the Dade county chapter of the Ameri- 
can Red Cross. Slogan for this presentation will 
be “SWAT: Safe Water Activity Training” to 
publicize the Auxiliary’s 1960-61 safety campaign. 
Business sessions on Tuesday will be devoted to 
reports of national chairmen in the fields of legis- 
lation, civil defense, mental health, and recruit- 
ment. 

National past presidents of the Auxiliary will 
be honored at Tuesday’s luncheon. Guest speak- 
ers will be Louis M. Orr, M.D., A.M.A. president, 
and E. Vincent Askey, M.D., A.M.A. president- 
elect. Election and installation of new officers will 
be the principal order of business during Wednes- 
day’s sessions, and Mrs. William Mackersie will 
make her inaugural address as new president of 
the Woman’s Auxiliary. 

A program of films on recruitment, aging, and 
other worthwhile projects will be presented Thurs- 
day morning. In the afternoon round table dis- 
cussions and program planning for the coming 
year will be moderated by the new chairmen. At 
this meeting Ernest B. Howard, M.D., assistant 
executive vice president of the American Medical 
Association, will speak on new A.M.A. activities. 
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TO PACK OR NOT TO PACK 


If you belong to the school that thinks get- 
ting ready for the trip is more than half the 
fun, then by all means pack your bags to the 
bulging point for the Woman's Auxiliary to 
the A.M.A. convention. On the other hand, 
a Miami Beach department store has spent 
thousands of advertising dollars to urge visi- 
tors to come with empty bags and take them 
home filled with resort things, many of which 
will be on sale at this season. Whether you 
arrive packed and ready to go or you plan 
to do some impulsive buying on the spot, here 
are a few fashion tips that always apply: 

Miami Beach is casual and sophisticated, 
but definitely not careless. If you are staying 
at the Deauville Hotel, headquarters for the 
Auxiliary, you will not appear in shorts or 
bathing suit in the main dining room or the 
main lobby; however, shorts, slacks, and 
beach attire are suitable to wear in the lower 
lobby, the coffee shop, the cabanas, and, nat- 
urally, the beaches. 

Dress for the meetings can be an all-day 
proposition. Recommended is a tailored linen 
or cotton with a matching jacket. The jacket 
may be discarded for cocktails and dinner, 
and the outfit becomes gala with a beaded 
sweater or a smart scarf. All pastel colors 
will be good, but bear in mind that white with 
strong accents of red and blue do magic 
with freshly acquired tans. 

If you love to wear hats, by all means in- 
clude your favorites, but you will find that 
most smart resorters appear with bare heads 
and casual coiftures. 

The minimal packing should include at least 
two bathing suits, beach robe, tailored cot- 
tons and linens, cocktail or evening dress, 
slacks, bermudas, shirts, sweaters, and com- 
fortable shoes. 
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